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SOME POINTS IN THE TREATMENT OF 
HYPERTENSION. 
JOSEPH L. MiurtEr, M.D. 
CHICAGO, ILL. 


It is necessary to differentiate between tran- 
sitory and permanent hypertension ; the former 
may arise from a variety of causes as increased 
intracranial pressure and eclampsia. The nature 
of the exciting cause of increased blood pressure 
in eclampsia has not been determined, and is 
most interesting from its transitory character. 
Permanent high blood pressure is most fre- 
quently a manifestation of kidney involvement, 
and it is possible that time will show that prac- 
tically all cases of permanent hypertension are 
of renal origin. It is true that only about 60 
per cent. of patients with blood pressure of 
160 millimeters or more show chemical or mi- 
croscopical evidence of nephritis, the higher the 
blood pressure the more constantly we find 
albumin and casts in the urine. Negative uri- 
nary findings do not, however, exclude the pres- 
ence of marked renal involvement, as deter- 
mined from the observations of many pathol- 
ogists. 

On account of the great frequency of kidney 
disturbance in this group of cases, the general 
principles of treatment are directed toward 
lessening the amount of waste to be eliminated 
through the kidney by reducing the quantity 
of protein foods and increasing elimination 
through the skin and bowel. It is not necessary 
in these patients to eliminate animal protein 
from the diet. Its restriction to about six or 
eight ounces daily is, however, at present con- 
sidered advisable. Whether this be light or 
dark meat is of no significance. The elimination 
through the skin should be maintained by the 
use of sweats, usually two or three a week 
being sufficient. The method employed to 
bring about sweating is of little importance, 
the comfort of the patient being the first con- 
sideration. The bowels should be kept free— 


not carrying it to the point where the patient 
is weakened, and the nature of the agent em- 
ployed may be left to the pleasure of the patient. 
Where edema has developed restriction of so- 
dium chloride and the use of diuretics may be 
of value. On account of the increased work 
thrown upon the heart as a result of the hyper- 
tension al] form of over exertion should be 
avoided. Measures which might transitorily 
raise the blood pressure should be guarded 
against and this phase of the subject will be 
specially discussed. Before proceeding it might 
be said that any line of treatment now in use 
has only at most a moderate effect on chronic 
hypertension, although with patience and great 
care apparently in a certain limited number 
of cases the pressure may be brought to a lower 
level, where it may remain for long periods of 
time. Most important is the educatién of the 
patient so that he can live comfortably in spite 
of his high pressure. Returning to the question 
of agents thought to affect blood pressure the 
following may be specially considered: 
Tobacco.—Nicotine when injected into an 
animal causes a very sudden and marked rise 
in blood pressure. It has also been shown that 
one-twelfth to two-thirds of the nicotine in a 
cigar may be inhaled in the smoke. The former 
view that nicotine was destroyed by the heat 
has been disproven. It has also been shown 
that nicotine is the only pressor substance in 
tobacco. As nicotine can be absorbed through 
the unbroken skin it is possible that the nico- 
tine in tobacco smoke might raise blood pres- 
sure. Lee has studied very carefully the effect 
of smoking upon the blood pressure. When a 
novice smokes there is a prompt rise in blood 
pressure of 10 to 20 millimeters. This con- 
tinues for a short time, then falls to below 
normal and the smoker begins to feel uncom- 
fortable. The moderate smoker reacts by a 
moderate rise in pressure, rarely exceeding 10 
millimeters—-this remaining during the period 
of smoking, then quite rapidly returning to the 
normal level. The excessive smoker, however, 


‘shows little if'any rise in pressure. With the 
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moderate smoker the more prolonged the period 
of smoking the higher the blood pressure, the 
pressure being higher after smoking two cigars 
than after smoking one. Lee has also shown that 
the more rapid the combustion, the less the 
amount of nicotine passing through in the 
smoke. Thus cigarettes or a slender cigar 
would give the smoker less nicotine than the 
same amount of tobacco in a thick cigar. 


Coffee —-It has generally been considered that 
coffee increases temporarily the blood pressure. 
As caffein is the only pressor substance’ present 
in coffee the question resolves itself into the 
effect of caffein on blood pressure. An average 
cup of coffee contains from two to three grains 
of caffein. The older writers believed caffein 
was a powerful vasoconstrictor. The recent 
work of Sollman and Pitcher has shown that 
the peripheral vaso-depressor effect of caffein 
outweighs its stimulating action upon the vaso- 
motor center and for this reason caffein lowers 
rather than raises blood pressure. This does 
not mean, however, that coffee may not be ob- 
jectionable in certain persons with high blood 
pressure, especially nervous individuals where 
coffee interferes with sleep and increases the 
nervous tension and thus may raise blood pres- 
sure. 


Nervous strain or worry may have a very 
decided effect on blood pressure. Gaertner dem- 
onstrated a rise in pressure of 10 to 20 milli- 
meters in boys before an examination. Zabel 
reports a case, where when ‘the patient (a 
néurasthenic) would discuss his symptoms the 
pressure would rise from 110 to 170 millimeters, 
and Hewlett describes a case of the same char- 
acter where the pressure rose from 130 to 170 
millimeters. The writer has seen a case, where 
the patient’s blood pressure recorded several times 
during a period of two years did not exceed 140 
millimeters, rise to 190 millimeters after being 
told she had a carcinoma of the uterus. This 
remained at this high level for two weeks, or 
until after an operation when she had been 
assured recurrence was improbable. We should 
infer from this that the patient with hyperten- 
sion should lead a life as free from worry as 
possible. 


Physical exertion also raises blood pressure. 
Oertel in eight cases after mountain climbing 
found an increase in pressure in all, the maxi- 
mum being 43 millimeters. Huertle reports 
after beginning severe exertion a rise in blood 
pressure of 30 to 40 millimeters. Such an in- 
crease in pressure in a patient with hyperten- 
sion might lead to serious consequences by over- 


straining the heart or rupture of a cerebral 
artery. 

Heat and cold. Warm baths (99 to 101° 
F.) lower blood pressure by causing primary 
vascular dilatation. Hot baths (104 to 106° 
F.) produce a rise in pressure. While the 
vessels are dilated the stimulation of the heart 
more than outweighs this so that ultimate result 
is an increased pressure. Cold baths raise pres- 
sure materially on account of their vasocon- 
strictor effect. The effect on pressure is es- 
pecially marked if the patient is placed under 
a cold shower immediately after a hot bath or 
sweat. In one of the writer’s patients such a 
procedure caused a rise in pressure of 40 milli- 
meters. The patient must be warned of the 
dangers of such a procedure. A severe chill 
also has a very marked pressor effect. In a pa- 
tient observed by the writer, where the pressure 
just previous to the chill was 90 millimeters, 
during the chill it rose to 150 millimeters. 

Altitude. Passing to a high altitude lowers 
blood pressure. Schneider and Hedblom ob- 
served an average fall in both systolic and di- 
astolic pressure of 7 millimeters after passing 
from an altitude of 1700 to 14,000 feet. It is 
not to be inferred from this that patients with 
hypertension can safely go to very high alti- 
tudes. Many of these patients have impaired 
heart muscle, and in high altitudes may suffer 
serious consequences from imperfect aeration 
of the blood. 

Cyanosis raises blood pressure, and in many 
cases the increased blood pressure in broken 
compensation is due to the associated cyanosis. 
Osler reports a case of pulmonary edema with 
cyanosis where the blood pressure was raised 
90 millimeters. Digitalis under these cir- 
cumstances as shown by Sahli lowers blood 
pressure by improving the pulmonary circula- 
tion. It has been shown by Cushney and others 
that digitalis administered by mouth does not 
increase blood pressure. For this reason, where 
cardiac decompensation is associated with hy- 
pertension, digitalis may be safely employed. 

Constipation. Abelous was first to describe 
a pressor substance in putrid meat. Later 
Rosenheim and Barger and Walpole have veri- 
fied these results. This point is of practical 
significance, as it is reasonable to believe if 
substances raising blood pressure can be formed 
in the test tube by the action of bacteria upon 
meat, the same thing may occur in the intesti- 
nal tract. These substances belong to the 
amins. Their effect upon blood pressure re- 
sembles closely supra renal extract, differing, 
however, by raising blood pressure when ad- 
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ministered by mouth. In man one-sixth of a 
grain of this substance caused a rise in pressure 
of 33 millimeters and one and one-fourth hours 
later the pressure was still 15 millimeters above 
normal. While the actual importance of these 
substances in effecting blood pressure has not 
been determined, it is wise with our present 
knowledge to maintain free elimination through 
the bowel. 


Fluid intake. VanNoorden has taught that 
in patients with hypertension restriction of 
fluids should be practiced, as the taking of large 
amounts of fluid might raise blood pressure. 
The literature does not furnish any evidence 
that excessive water drinking raises blood pres- 
sure. Rieder and Maximowitch have shown 
that one quart of beer when drunk within three 
to five minutes will cause within fifteen to twen- 
ty minutes a raise in blood pressure of 20 milli- 
meters; return to normal taking place in forty- 
five minutes. It is very probable this is due to 
the alcoholic rather than fluid content, as this is 
the curve to be expected from taking moderate 
amounts of alcohol. Inasmuch as in animals 
transfusion with normal salt solution may be 
carried to the point where an amount equal to 
25 per cent. of the body weight has been in- 
troduced without materially affecting blood 
pressure, it is scarcely probable that in man 
the taking of any amount of fluid by mouth 
would raise blood pressure. 


Vasodilator drugs are less frequently used 
at present than formerly in the treatment of 
hypertension. This is due largely to the very 
transitory duration of their action, and that 
they are merely palliative. Sodium nitrite is 
probably the most satisfactory drug of this 
group, the fall in pressure is gradual and the 
effect quite prolonged, and free from the head- 
aches so frequently observed with erythro] te- 
tranitrate and at times with nitrogylcerin. 
There is no evidence to show that the iodides 
have any effect on blood pressure. Drug ther- 
apy in hypertension should always be secondary 
to good elimination and the necessary restric- 
tion of physical and mental activity. 





QUARRIES IN THE URINARY TRACT. 


Wm. J. Cassipy, Phm.B., M.D. 
DETROIT, MICH. 


The rapid kaleidoscopic changes, through 
which the medical and surgical departments are 
passing, due in the greater part to perfection 
and harnessing of modern electric currents, 
whereby simple yet wonderfully perfect instru- 
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ments of precision, as the bronchoscope, procto- 
scope, cystoscope, and roentgenoscope are placed 
at our command. The possibilities and practica- 
bilities of these, though still in infancy, are as 
yet recognized by too few of the profession at 
large. 

The human economy still entertains too 
many dark and unexplored cavities, which by 
perseverance can be as successfully lighted up 
as those of the genito-urinary tract. Such per- 
sistent effort by the few workers is forcibly 
exemplified in the extensive, accurate, elaborat- 
ed and compiled data of this system of co-related 
organs, through the use of the cystoscope, 
ureteral catheter in conjunction with Roentgen 
ray. There is no excuse in these days for pa- 
tients carrying quarries in their kidneys, 
ureters or bladder for exact diagnosis can be 
made in practically 98 per cent. of cases. 
Therefore it behooves the general profession who 
are first consulted and see these patients in 
early stages of disease to look well and care- 
fully into all cases complaining of symptoms 
referable to the genito-urinary tract. 

In reviewing the findings of some 1500 cysto- 
scopic examinations one is impressed with the 
vast difference in kidney efficiency and degen- 
eration due to presence of stone in the tract 
whether recognized early or late. The etiology 
of calculi still remains somewhat obscure, 
though several plausible theories have been pro- 
mulgated. E. 9. 

(A) Changes in the lining of the canal, 
whereby slight inflammatory processes in mu- 
cosa, presenting altered surfaces to the chemical 
constituents of urine under susceptible deposi- 
tion thereon. 

(B) Changes in urine due either to bacterial 
or chemical influences whereby the carrying 
medium is altered allowing the crystals and 
colloids to precipitate and accumulate. 

(C) Presence of foreign bodies in tract as 
—fractured rib—spicules; bacterial clumps, 
pencils, pins, gum, catheter, sutures, etc. 

Stones occur in all walks of life and through 
all ages though apparently most prevalent be- 
tween the ages of 20 and 50 years. They vary 
greatly in size, shape and number, from single 
calculi weighing three grains to several pounds 
and in number from one to several hundred. 
The marked anatomical changes incited by stone 
vary depending on: (1) Location. (2) Size, - 
shape, position and number, plus bacterial in- 
volvement. 

In all cases sooner or later they produce 
changes in organs varying from simple irrita- 
tion and congestion to ulceration, degeneration 
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and destruction of functionating parenchyma, 
with added danger of super imposed microbic 
infection. The paramount symptoms which 
cause patients to consult the general practitioner 
being pain, hemorrhage, irritability and pyuria. 

Now in a given case presenting himself to 
you for diagnosis giving a history of lumbar 
or vague abdominal pain, more or less constant 
and which may vary from dull ache to severe 
spasmodic attacks radiating downward to blad- 
der and thighs, with or without irritability of 
the bladder or hemorrhage, therefore calls for 
a complete and thorough examination of the 
genito-urinary tract by the cystoscope and 
Roentgen ray. How shall we proceed in a given 
case of suspected calculus in kidney, bladder or 
ureter ? 

(1) Careful history. 

(2) Thorough elimination, preferably cas- 
tor oil, followed by enema. 

(3) Upon a suitable table the field is pre- 
pared by simple soap and water. 

(4) Anesthetization of parts is accomplished 
by 2 per cent. solution cocaine in male anter 
urethra and in female urethra and bladder ; (but 
2 per cent. novocaine or alypin 4 to 6 grains for 
male deep urethra and bladder.) 

In over 95 per cent of cases local anesthesia 
for cystoscopy is sufficient. 

After carefully examining cystoscope as re- 
gards lights it is inserted gently into bladder, 
which is thoroughly explored noting (1) size, 
shape of sphincter, trigone and fundus. 

The general mucosal covering which appears 
as pearly gray in normal bladders, and in irri- 
tated bladders becomes velvety dull. Blood 
vessels lose their sharp outline. If calculi are 
present in the viscus usually found free on 
floor or attached to walls of bladder so that 
careful perusal of entire area is necessary. 

They present in the illuminated field a most 
beautiful picture standing out forcibly in bas 
relief, their surfaces either clean or covered with 
mucus or blood clot the walls showing changes 
due to irritability. Stone in the bladder should 
be recognized in 100 per cent. of the cases, if 
missed usually done so by carelessness. In 
suspected cases of ureteral obstruction or cal- 
culus we note the condition of the mucosa in 
immediate vicinity of the ureteral orifices which 
lie about one inch to right and left of sphincter. 
They vary in size, shape and position. Under 
careful observation the orifice is seen as a small 
slit along outer edge of trigone, emitting suc- 
cessive spurts of urine with swirl-like motion. 
The presence of calculi in the ureter is usually 
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manifested by changes in mucosa of orifice that 
is, the mucous membrane becomes edematous, 
the musculature contractions usually disturbed 
so that urine flows out or no depending on 
whether the ureter is highly occluded, the urine 
may be clear, cloudy or bloody. The ureteral 
shadowgraph catheter is inserted and gently 
passed upward ascertaining any obstruction 
present and if so, attempting to gently force by. 
With catheter in situ a radiograph which wili 
outline ureter giving shape, position, presence 
of suspicious shadows, etc. which if present 
stereoscopic plates to determine relative posi- 
tions of shadows, should be made. Calculi if 
not too large or too tightly incarcerated in 
ureter can be removed in large majority of 
instances by injection of sterile petroleum oil 
above, about and below the offending body, 
thereby loosening the stone and dilating the 
ureter together with exhibition of diuretics 
which will force the stone into the bladder and 
then is usually passed. 

I have accomplished this in some ten cases 
with excellent results. Stone in the kidney 
will in about 90 per cent. of cases cast a definite 
shadow on the radiographic plate. The pure 
urate xanthin and cystin crystal stone, which 
constitute less than 10 per cent. will cast no 
shadow as their density is no greater than soft 
tissues. 

The symptoms for which the patients consult 
for relief being—pain. This may vary from a 
constant dull ache in lumbar region, on the 
affected side, to pain on opposite kidney referred 
to abdominal viscera especially stomach or rad- 
iates downward along course of genito crural 
nerve. At other times pain is excruciatingly 
spasmodic with severe prostration, pain accen- 
tuated on jolting. Hemorrhage may accompany 
or follow, though in many cases no red blood 
cells are to be found in urine. 

2. Vesical irritability—this varies greatly. 

' 3. Hemorrhage—which may be either occa- 
sional or persistent, and of varying amounts. 

4. Pyuria—the cloudiness varies with the 
amount of debris and degenerated tissue. 

Suspicious shadows in the vicinity of the 
kidney can be oriented more accurately by fill- 
ing the pelvis of the kidney with colargol 
10 per cent, through ureteral catheter and again 
radiographing stereoscopically. 

The picture presented through cystoscope in 
renal calculae is concerned chiefly with the ap- 
pearance of the ureters. A comparison will 
show on the affected side, the mucosa 
infected and edematous increased or in some 
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cases diminished or absent urinary efflux; urine 
usually cloudy or tinged with blood. 


Of late I have examined both radiographically 
and with cystoscope a number of patients who 
gave history of acute excruciating pain in one 
or both kidneys radiating downward to bladder 
and thighs. On examination no shadows sug- 
gestive of stone were found nor any obstruction 
or irritability of ureter. All these patients 
gave histories of former infections primary in 
other members of body as arm and leg. The 
urine was carefully examined and no calculi 
was passed, simply a slight amount of sand. 


The complications which frequently result 
from stone, being infection superimposed on 
obstructed kidney or ureter. A thorough com- 
plete examination of both kidneys is demanded 
in either uni or bilateral nephrolithiasis. This 
can only be accurately accomplished by ureteral 
catheterization with segregation of urines. So 
that the amount and condition of functionating 
kidney substance can be estimated by micro- 
scopic examination of sediment the phenol- 
sulpho nephthalein test, and the quantitative 
urea test. Should the opposite kidney show a 
very low thalein output below surgical safety it 
would be useless to subject the patient to sur- 
gical intervention for removal of calculus. A 
great many errors are made by the profession 
in banking too strongly on the urinary find- 
ings. Many think that unless you find blood, 
pus and debris in the urine, stone can not be 
present. This is a grave fallacy for we have 
during the past three months operated on some 
fifteen cases of stone in the ureter and kidney 
with little or no urinary findings, for the calculi 
totally obstructed the lumen so that the ureter 
was impassable to ureteral catheter. 


Obstruction of ureter, whether partial or 
complete, produces chronic processes in the 
functionating parenchyma. This varies from 
slight irritation ito complete destruction of 
parenchyma, due to increased pressure. We 
have lately encountered a large number of cases 
where the entire parenchyma was destroyed 
leaving but a large thin section of pelvis and 
capsule, this cavity containing from three 
ounces to two gallons. These really constitute 
the neglected cases and are usually the result 
of procrastination. In-.the great majority of 
instances this should not occur and if they are 
thoroughly and carefully examined, these con- 
ditions can be ascertained and measures for 
relief instituted. 


To limit the process as far as possible, it is 
therefore essential that we should give all the 
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care necessary for thorough examination in 
patients presenting symptoms either directly re- 
ferable to the genito-urinary tract or who suffer 
from vague and undeterminable symptoms not 
directly referable to the gastrointestinal tract 
in which the diagnosis is uncertain. For this 
reason the cystoscope and ureteral catheter is at 
all times indicated. 

It, therefore, becomes necessary that we use 
all means at our command to give our patients 
the benefit of the modern aids to diagnosis in 
order to ascertain as early as possible the nature 
and extent of lesions from which they suffer, so 
that we may intelligently treat or recommend 
for treatment measures best suited for their 
ultimate recovery. 

308 Washington Arcade. 





VACCINES AND SERUMS IN THE 
TREATMENT OF DISEASES OF 
THE EYE, EAR, NOSE 
AND THROAT. 


Don M. CampBett, M.D., L.R.C.S. ( Edin.) 
DETROIT, MICH. 


It may be accepted as axiomatic that the best 
way to treat pathologic processes in the human 
body is to approximate, insofar as_ possible, 
nature’s methods in preventing and curing dis- 
ease. 

One can safely start on the secure ground 
embodied in the statement that nature has pro- 
vided the human body with certain barriers 
against and protections from the ingress of 
pathologic producing substances into the body, 
and so long as these barriers are intact and these 
protections perfect, the body remains in a 
healthy functionating conditions, as far as in- 
fectious diseases are concerned. In other words, 
there is constantly maintained between the 
processes of life and the agents of disease and 
death a nicely balanced “statu-quo” with the 
balance in favor of the former. 

Now disease may be due to, either a reduction 
of the processes of protection on the one hand 
or, to an increase in the number or virulence of 
the agents of disease to such an extent that 
pathologic processes of various kinds are in- 
duced and the symptom complex of so-called 
disease becomes manifest. 

This “statu-quo” with the balance in favor 
of the protective processes of the body is known 
as immunity. As long as immunity is estab- 
lished in the body, disease from infectious 
agents cannot take place, and no infectious 
pathologic process in the body can be cured 
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until immunity to the particular infection in- 
volved is re-established. 

Now what takes place in the human body 
when this balance is disarranged in favor of the 
pathologic producing factors is what constitutes 
nature’s methods of cure. 

There is an immediate whipping up of the 
protective forces of the body, the leucocytes are 
immediately increased in number, neutralizing 
substances (antibodies) are produced whose 
business it is to upbuild the defensive processes 
of the body, provide a stimulus to the activity 
of the vastly increased number of leucocytes and 
expel or kill the invaders. When this is brought 
about, immunity is re-established, the disease 
is cured. 

If the above briefly described process did not 
take place, every infection must necessarily 
result in death from the unimpeded propagation 
of the infectious material within the body. The 
infectious diseases in which nature is capable 
of doing this are known as self-limited diseases, 
and their natural cure is followed by a longer 
or shorter period in which these same infective 
substances cannot reproduce their clinical mani- 
festations in the same body. A natural im- 
munity has been established. 

The natural stimulus to the protective pro- 
cesses of the body, the increased leucocytes, and 
the production of antibodies is provided by the 
products of the original infection which, when 
they reach the circulation and come in contact 
with the cells of the body, stimulate the latter 
to the increase of the leucocytes and the produc- 
tion of the antibodies, which in turn destroy the 
infection. 

What is true of the whole is also true of the 
part. So “a-prior’” one can say, without fear 
of successful contradiction, that diseases of the 
eye, ear, nose and throat must be influenced 
in the same way as similar pathologic processes 
in other parts of the body. Just insofar as 
infections of the body generally can be in- 
fluenced by treatment, medicinal or otherwise 
of any stated type, just so far can similar pro- 
cesses in the eye, ear, nose and throat be bene- 
fited, and no farther. 


Bold, indeed, would be he who, in the face 
of the accumulated clinical evidence of the last 
ten years, could deny the important role played 
by vaccine and serum therapy in various general 
pathologic processes, and but little less bold is 
he who could do a similar thing in estimating 
the role played by the same agents in the dis- 
eases of the special organs under consideration. 

Much of the confusion and diametrically op- 
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posed statements heard in discussions of this 
subject are due to a misconception of what is to 
be reasonably expected from such therapy in the 
first place, and in the second, from lack of clear 
views as to which kind of therapy-vaccine or 
sera- is suitable to an individual case, and in 
that case can reasonably be expected to attain 
the best possible results. 

Nature, unaided by surgical help, has been 
found woefully inefficient in successfully com- 
bating the results of systemic infections in many 
instances, and one can easily therefrom deduce 
the truth that treatment at the hands of the 
physician, even when founded on a realization 
of nature’s best methods, will frequently en- 
counter failure unless that which nature herself 
has been unable to overcome can be successfully 
dealt with by other means. 

So we come to the first and greatest of all 
the statements in the conception of vaccine and 
serum therapy, viz.: This form of treatment 
cannot be expected to take the place of sur- 
gery, whose function it is to remove the obstruc- 
tion to recovery from disease which nature is 
unable to surmount. 

The great surgical principles of the establish- 
ment of thorough drainage and removal of dis- 
eased and dead tissue must first be carried into 
effect before this or any other method of treat- 


ment can reasonably be expected to be success- 
ful. 


It is futile to expect vaccine or serum therapy 
to accomplish a cure unless the above mentioned 
conditions have been fulfilled, and this is the 
misconception which has given rise to much con- 
fusion in rightly estimating the results of these 
forms of the management of disease. 


Now let us have a clear view as to the form 
of treatment, vaccine or sera, suitable to any 
individual case, and we will have gone far on 
the road to an intelligent conception of what 
is the best form of treatment in any individual 
case. 


A vaccine is a solution holding in suspension 
germs; these germs may be alive or they may 
be dead. The former we may dismiss as not 
entering into the phase of the subject under 
consideration. 


A sera is the already prepared result in the 
blood serum of an animal which has been sub- 
jected to infection from the germs of the par- 
ticular infection to be treated, and it contains 
already prepared the antibodies which are so 
valuable and so much needed by our patient to 
combat the disease under consideration. In 
short, a vaccine supplies the stimulus to the 











Marcu, 1916 


cells of the body to be treated; a sera supplies 
the neutralizing agents already manufactured. 
Two very different agents they are, and there- 
fore there must be definite differences in the 
systemic state of the patients to which they 
each are most applicable, and it seems clear 
that the indications of a vaccine are: (1) To 
establish in a healthy body an immunity to an 
impending exposure to a given infection. Va!- 
_ uable as a prophylactic against certain infec- 
tious diseases—smallpox, typhoid fever—or as 
a pre-operative measure to establish immunity 
before an operation is undertaken. (2) In 
the early stage of an infection accompanied by 
systemic symptoms such as elevation of pulse 
and temperature, moderate leucocytosis, valu- 
able in choryza, acute otitis, nasal accessory 
sinus diseases, tear duct infections. (3) Closed 
infections—by which is meant infections, local- 
ized in the tissues and in which no or very 
slight systemic evidence of the products of the 
infection reach the general circulation, are 
present—no pulse or temperature elevation, no 
leucocytosis, very important to the ophthalmol- 
ogist in such conditions as infection of the 
corneal wound after cataract operation, which 
is an ideal situation for the use of a vaccine 
because there is here an infection which will do 
its very worst work and still not stimulate the 
natural protective processes of the body, because 
very little or none of the products of the infec- 
tion can reach the general circulation—in other 
words, it is a closed infection and in such a 
case the prompt and vigorous use of a suitable 
vaccine will be very hepful. 


Gonorrheal conjunctivitis, or in truth any 
infection of the conjunctiva, offers a fruitful 
field for the use of a suitable vaccine, one pos- 
sible exception being diphtheritis conjunctivitis, 
in which case the well known antidiphtheritic 
serum will be found more effective because 
diphtheria here, as elsewhere, is not a closed 
but a general infection. 


The one great contraindication to the use of 
a vaccine is that state of the system following 
an infection in which the products of the orig- 
inal infection has already, in large quantities, 
reached the general circulation and has stimu- 
lated the protective processes of the body to the 
utmost, then it would seem to be foolhardy to 
throw more dead germs into a circulation al- 
ready overloaded with nature’s product of a 
similar type and in which they have already 
done all that can be reasonably expected of 
them. 


In such a condition the sera are the logical 
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form of treatment, because they contain already 
manufactured and ready for use the very prod- 
ucts which the cells of the infected body are no 
longer able to produce. 

Let me use a familiar example to drive home 
this thought of the different indications for 
vaccines or sera. 

Acne is a closed infection and vaccines are 
efficient in its treatment. Diphtheria is an 
open infection and a serum is the best known 
and most efficient treatment. In diseases of 
the eye, ear, nose and throat, this distinction 
can easily be made. 

Some of the situations in which a sera is 
efficient may be mentioned. 

In the eye, gonorrheal irido-cyclitis, in the 
acute stage anti-gonicoccic serum is the logical 
remedy. Diphtheritic conjunctivitis also is 
best treated by a serum. 

In the nose and throat—accessory sinus in- 
fections accompanied by systemic disturbances. 

Post-operative infections whose surgical 
drainage has, been established, and pathologie 
manifestation still continue. 

Ear.—There is one place in otology where a 
suitable serum is of the greatest value, viz: 
Where, after all the surgeon can do is done, 
surgical drainage has been established, all dis- 
eased tissues removed, perhaps the sinus opened 
and jugular vein is tied, and still the recupera- 
tive powers of the body seem inefficient in start- 
ing the patient on to recovery—a negative phase 
of great persistency has been established, the 
protective processes of the body, over-stimulated 
in the fight with infection, lie dormant, then 
the right sera will frequently supply temporarily 
what the body cells cannot produce, and the 


patient is tided over a crisis which, when once. 


passed, the way is opened to recovery. 





THE FUNDAMENTAL PRINCIPLES UN- 
DERLYING THE USE OF THE 
OBSTETRIC FORCEPS. 


JOHN N. Betz, MD., F.A.C.S. 
DETROIT, MICH. 


The recent graduate in medicine is suppos- 
edly conversant with the fundamental principles 
underlying the use of the obstetric forceps, but, 
unless he be fortunate enough to have access 


to a large maternity clinic where the technic of . 


the practical application of the forceps in a 
large number of cases can be had he will, after 
a few years of general practice, have forgotten 
some of the finer points in the teaching of his 
student days. Indeed, it can hardly be expected 
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of the general practitioner, who is obliged to 
use the forceps only occasionally, that he be 
an expert in their application. 


Again—some men have been so fortunate as 
not to have encountered a difficult case in many 
years of practice, and consequently become over- 
confident in their ability to conduct all forceps 
cases to a successful termination. Sooner or 
later, however, their lesson comes to them in 
the shape of an obstinate occiput posterior pre- 
sentation or contracted pelvis. 


On the other hand, there are those of us 
who are lacking in the necessary knowledge or 
nerve, and consequently hesitate to use the for- 
ceps when we should. 


It would seem, therefore, that a half hour 
devoted to a review of the fundamentals of for- 
ceps deliveries would be time well spent, and 
to that end it is my purpose to take up a dis- 
cussion of the subject in a simple and practical 
way. 

To begin, then, we may ask, what are the 
functions of the forceps? The important func- 
tion, of course, is Traction. In utilizing this 
function we must constantly keep in mind the 
fact that we have within the grasp of the two 
blades a small, delicate, compressible structure, 
the child’s head. Traction must not be made 
unless the womb is contracting or the uterine 
walls are being compressed against the trunk 
of the child by an assistant, else too powerful 
strain may be placed on the cervical portion of 
the spinal column and injury to the cord result. 
Traction should not be too long continued be- 
cause traction is always accompanied by more 
or less compression and intra-cranial hemor- 
rhage may result. Again, the traction must 
be exerted in the proper direction, for in the 
case of a high forceps delivery the necessary 
depressing of the handles of the instrument 
may produce considerable injury to the peri- 
neum. On the other hand, traction exerted too 
much in a horizontal direction before the head 
has entered the pelvis may unnecessarily injure 
the mother’s bladder. Then, too, the operator 
when exerting traction must do so only with 
the shoulder and arms, always having his own 
body in such poise that a sudden slipping of the 
forceps on the child’s head may be appreciated, 
as it were, before it happens. As the head 
advances, the handles of the instruments must 
be raised in such a manner that the head, when 
it is bulging on the perineum, is lifted out, so 
to speak, from the sack formed by the distended 
perineum. It is better practice, however, to 
remove the forceps when the head is causing 
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a bulging of the perineum, as it can usually be 
delivered between pains by an upward pressure 
on the muscular floor of the pelvis in such a 
manner that the tips of the fingers impinge 
upon the chin or cheeks of the child, being care- 
ful not to press over the orbital regions. Trac- 
tion can be utilized to the best advantage if the 
patient is placed on a kitchen table or high 
firm bed. Neglect of this precaution I am 
firmly convinced has been productive of much 
mortality and morbidity to both mother and‘ 
child. As compression is a necessary accom- 
paniment of traction it cannot be too earnestly 
born in mind that this function, traction, must 
be intermittent and not too long continued be- 
cause of the ever present danger of cerebral 
hemorrhage which is usually manifested three 
or four days after the delivery in the form of 
lethargy and inability to nurse and frequently 
convulsions. 
ROTATION. 


This function, when improperly applied, is 
productive of serious injury to the birth canal, 
and occasionally to the child’s head. In order 
that it be utilized successfully, it is imperatively 
necessary that the presentation be accurately 
determined before applying the forceps. Also, 
too much force must not be exerted, and care 
should be taken to keep the tips of the blades 
as near the centre of the parturient tube as pos- 
sible—neglect of these precautions will in all 
probability result in extensive laceration of the 
vaginal walls. 

The intelligent application of the function 
of rotation is productive of most excellent re- 
sults, as illustrated in the Scanzoni Manoevre 
in occiput posterior positions. Very little rota- 
tion should be attempted until the head is wel! 
down into the pelvic cavity and bulging the 
perineum. 

COMPRESSION. 


It is not intended that compression (other 
than is just sufficient to keep the forceps from 
slipping), should be used. The dire results of 
ill-advised use of this function is well illustrated 
in the distorted features and disfigured head of 
the child delivered through a contracted pelvis. 
Compression, therefore, can hardly be called a 
function of.the forceps, being merely a neces- 
sary accompaniment of traction. Indeed, it 
may be said these three functions, traction, rota- 
tion, and compression, are carried on simultan- 
eously, as it would be well nigh impossible to 
advance the head by traction if it were not 
accompanied by rotation and a certain amount 
of compression. 
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LEVERAGE. 

Leverage, classed also as a function of the 
forceps, has a very limited field of application, 
namely, a slight amount of to and fro move- 
ments laterally in cases where little advance is 
made with each traction. The leverage must 
not, however, be carried too far from the median 
line, as the tip of the forceps may injure the 
the child’s neck. 

Vertical leverage is distinctly contra-indicat- 
ed, as there is great danger of injury to the 
mother’s bladder where this function is used. 
It is commonly observed that the uterus con- 
tracts when the forceps is introduced, and this 
is also classed as a function, called the orytocic 
or reflex, but is of little moment. 

In discussing the technic of the application 
on the forceps the terms Pelvic application and 
Cephalic application will of necessity be fre- 
quently used. Let us, therefore, get a clear 
understanding of just what these terms mean. 
By pelvic application is meant introduction of 
the instrument without any special attention 
being given to the presentation; thus, in a ma- 
jority of instances in pelvic applications in 
vertex presentation, one blade will be applied 
over the parietal eminence on one side and the 
temporal region on the other. It can thus be 
readily understood how, when traction, with its 
accompanying slight compression, is made, the 
tendency will be for the head to rotate so that 
the bi-parietal diameter of the child’s head 
occupies the tranverse of the pelvic cavity. 

By cephalic application is meant the intro- 
duction of the forceps in such manner that the 
blades are placed accurately on the sides of the 
child’s head so that when compression is made 
it will do the least harm. The pelvic applica- 
tion, while less scientific, is the safest to begin- 
ners. The difference between these two methods 
of application will be demonstrated later. 

As a rule, when the forceps is applied and 
locked, the handles should approximate quite 
closely. If they do not, or if it is found dif- 
ficult-to lock the instrument, the blades are not 
properly placed on the child’s head and further 
attempts to more properly adjust them should 
be made. 

INDICATIONS. 


The dictum “Do not use the forceps unless 
the life of the mother or child is endangered” 
is still a pretty good one to follow, especially 
for the beginner. It is my opinion, however, 
that considerable latitude may be allowed the 
experienced operator in the matter of indica- 
tions, and that many heurs of intense suffering 
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may be spared the mother by a judicious and 
timely application of the forceps. Certain pre- 
requisites should be complied with before the 
forceps is applied. For instance, the cervix 
must be completely dilated. If it is not, there 
will be great danger of extensive laceration and 
hemorrhage. This admonition, I believe, is 
“more honored in the breech than in the observ- 
ance.” The membranes must be ruptured. It 
can readily be understood how easily the 
placenta might be detached if the forceps were 
placed on the child’s head and traction made 
before the membranes have ruptured. 

The head must be engaged, and too great 
disproportion between the size of the pelvis and . 
child’s head must not exist. 

Let us now discuss briefly the use of forceps 
in some of the abnormal presentations. Occiput 
posterior position is the most frequently en- 
countered of the abnormal head presentations. 
In the majority of cases of this type anterior 
rotation eventually ensues, but in many in- 
stances the vitality of the mother is taxed to 
the danger point, through the long continued 
efforts at expulsion and increasing anxiety. Such 
a condition furnishes the indication for the use 
of forceps. The technic of the operation will 
be taken up later. 


FACE PRESENTATION. 


In making forceps application in a face pre- 
sentation one must constantly keep in mind 
the fact that the chin must rotate to the front, 
consequently the transverse and mento-anterior 
varieties only permit of forceps application, for, 
once the chin has rotated posteriorly, successful 
delivery cannot be effected with the forceps. 


AFTER-COMING HEAD. 


Though not as frequently as in former years, 
the forceps is still occasionally applied to the 
after-coming head. The important point to be 
born in mind in delivery of the head in these 
cases is that the head, occupying as it does 
an oblique diameter, must be rotated to the 
antero-posterior before it can be quickly de- 
livered, and it will be found this can be readily 
and quickly done in most cases by digital pres- 
sure over one side of the occiput and the tem- 
poral region of the opposite side, an assistant 
supporting the body of the child. If after rota- 
tion in this manner delivery is not readily ac- 
complished, the forceps should be quickly ap- 
plied and the delivery terminated. 


CONCLUSIONS. 


In conclusion, I cannot refrain from drawing 
attention to the importance of continuous un- 
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remitting attention to aseptic detail in all oper- 
ative procedures pertaining to the delivery of 
a child. ‘The abdominal surgeon works in a 
comparatively clean field, while the obstetric 
surgeon is obliged to operate through a region 
of the body which is constantly exposed to in- 
fection because of the proximity of the anus. 
In order that this danger may be reduced to a 
minimum it is well to have a large basin of 
warm 2 per cent. lysol solution at hand so that 
the hands may be frequently washed in the in- 
terim between tractions. 





ABSCESS OF THE TONGUE. 


J. VeRNoN Wuite, M.D. 
DETROIT, MICH. 


Abstract.—Location of abscess and difficulty 
of diagnosis. 

Pathogenesis and etiology. 
tongue as a sequel to tonsillitis. 

Literature on the subject scanty and cases 
reported few in number. 

Treatment: Surgical, location of incision 
and method of drainage. 

In reporting this case I do it on account of 
the unusual features involved in the production 
of this abscess. The principal features involved 
are, first, the source of infection, and second, 
the time involved in the abscess formation. 

Mr. B. aged 28 years was referred to me by 
his family physician for treatment. The history 
of the case was negative beyond the fact that 
while in London, after the war was declared he 
was greatly worried over his business, he could 
not sleep nor eat; in consequence, he closed out 
his business and returned to Detroit. Two 
weeks afterward he contracted tonsillitis, and 
it followed the usual course. On the fourth day 
he began to feel pain in swallowing, radiating 
down the trachae and over the side of the neck 
which was accompanied with chills and fever. 
These symptoms continued, but, each day they 
developed into a greater intensity and caused 
a nervous irritability so characteristic of ex- 
haustion, due to an inability to eat or sleep. 
This condition continued for ten days without 
showing any abatement of the symptoms.. On 
February 10 I examined him for the first time. 
He was suffering continually from pain, not 
only when he swallowed but during his com- 
posure. 

The tongue was swollen and coated with a 
white mucous secretion. He could not protrude 
his tongue without causing intense pain. The 
tip of the tongue was apparently normal, soft 


Abscess of the 
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and tractable, but the posterior two-thirds was 
very hard and hypertrophied, and occupied the 
whole buccal cavity. There was a thickening 
of a few sub-maxillary glands, otherwise there 
was no other manifestation of involvement of 
the tissue around the neck. 

From the history of a few cases covering a 
period of about one hundred years, I am con- 
vinced that we are still ignorant of the facts 
relative to the causation of the lingual abscess 
judging from the reports obtainable. 

Wood in 1856 attributed it mostly to direct 
injury resulting from irritation or corrosive 
substances, wounds, or bruises; besides he was 
the first to place before the profession something 
concrete regarding the etiology of this obscure 
disease. Although many had recognized it here- 
tofore as being an imperfection of localized 
swelling of the tissue of the tongue. 

Erechson states though it is very rare it oc- 
casionally occurs. A boy was _ brought 
to him some time ago with an _ elastic, 
fluctuating tumor of slow grouth and about the 
size of a small plum, situated deeply in the cen- 
ter of the tongue. On puncturing it an ounce 
of pus was liberated. | 


Keane substantiates the theory held by a few 
others that it is secondary to a paren- 
chymatous inflammation of the tongue and 
at the same time appreciates the fact that 
an abscess of the tongue whether deep or super- 
ficial, may be due to the same provoking ele- 
ments. 


Craig, fifty years ago, described it under the 
name of lingual quinsy. An accute inflamma- 
tion of the tonsil and base of the tongue, ap- 
parently a very grave disease, according to his 
report. 

Simanowski recognizes two forms of abscess. 
“One which involves the gland substance, such 
as tonsillitis ; and the second which involves the 
tissue surrounding the tonsil, a peri-tonsil in- 
vasion corresponding to a true quinsy.” The 
tonsils encapsulated as they are protect the 
adjacent tissue by an almost impenetrable wall. 
Consequently, this more or less explains why an 
abscess in the tongue structure is so rarely 
found. If we look for laboratory evidence as 


‘to the causitive factor in producing this disease 


I fear we will be disappointed. Many germs 
of different types are to be found in the crypts 
of the tonsils as well as in the mucous mem- 
brane covering the faucies. Among the more 


common are the streptococcus and staphylococ- 
cus, these are quite numerous and are found 
quite frequently in the normal throat. 
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After careful deductions of all possibilities 
as to the cause of the deep abscesses I am con- 
strained from attributing the cause to a direct 
infection. Consequently the only conclusion I 
have to offer is that the lymphatic system seems 
to me to be the most probable factor we have 
in dissiminating the offending germ. 

The danger incidental to parenchymatous in- 
flammation is always fraught with very great 
distress to the patient. The mere fact that its 
far reaching processes finds its way deep down 
into the structural tissue of the surrounding 
parts is enough to alarm the most optimistis 
individual. When we realize that it is encum- 
bent on us to be open and frank in our com- 
munication then we should be extremely cau- 
tious in giving a diagnosis inasmuch as ordema 
of the larynx and strangulation are both likely 
to occur at any moment. From what informa- 
tion I could gather from individual members 
of the profession not one could recall of seeing 
a single case come under their observation ; and 
from the many thousands of cases in my own 
practice not one case heretofore have I encoun- 
tered. It is true I have seen one case involving 
the lingual gland, but not one case of abscess 
of the tongue. 

The treatment in the case must be one en- 
tirely expectant, no general rule can be followed. 
An abortive treatment is useless and any efforts 
on the part of the attending physician to mini- 
mize the severity of the pain, will be met with 
disappointment. 

Ice applied externally and hypodermics of 
morphine are the two remedies recommended. 
This to be kept under observation and be given 
according to the severity of the pain. 

To examine the larynx it was utterly im- 
possible owing to the difficulty in getting a view 
of the pharynx. 

The larynx, I do not think, was involved, be- 
cause of the easiness with which he breathed; 
seemingly without any effort. 

Palpation revealed an intense induration 
upon compression. I could not feel any irreg- 
ular prominence of the lingual glands. There 
was no fluctation noticeable, and the case con- 
tinued the same until February 13, at which 
time, upon further palpation I discovered flucta- 
tion. 

When fluctation is well established then the 
important point to be determined is where to 
make the incision to liberate the pus. 


From my knowledge of the anatomy of the 
tongue, and the distribution of the vessel there- 
in, [ recommend that an incision be made be- 
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low the tongue and a little to one side of the 
median line. This makes undoubtedly the most 
available point to puncture as it would afford 
a proper drainage and not likely to become re- 
infected, at the same time obviate the possibility 
of a trachoetomy. 

The bacteria present were the staphylococcus 
and colon bacillus. 


DISCUSSION. 


DR. V. A. CHAPMAN, Muskegon: I have listened with a 
great deal of interest to this paper. I have had three such 
eases in the last eleven years. The Doctor’s description tallies 
with my cases. The first case went on for a considerable 
time, five or six days, with the patient suffering considerably. 
I daily attempted to find out what was the matter, and 
eventually, at the last examination, gave a great deal of 
relief by pressing pretty hard with the tongue depressor and 
and bursting the abscess. That was my first experience. The 
other two cases were conducted a little more scientifically. 
One was in a man, of 76, where the symptoms were very 
grave, but an incision was made deep in the base of the 
tongue, from the side and underneath. I used a right-angled 
knife with a blunt point and a tonsil dissector. In this way 
I managed to get the abscess opened. The other case was 
seen last winter, and was recognized more easily, a free 
incision made before I felt any fluctuation, the abscess evacu- 
ated, and the patient got better, and was saved several days 
of suffering. 

I am inclined to believe that these cases occur more fre- 
quently than is generally thought. In each one of my cases 
the abscess followed tonsillitis. 

DR. B. N. COLVER, Battle Creek: I had an interesting 
ease of this sort when I was Senior Interne at a dispensary 
in Chicago. This case gave no history of tonsillitis. The lack 
of intense pain and presence of dysphagia led to the diag- 
nosis of carcinoma of the tongue by the surgeon, and the 
patient was asked to return, looking toward operation on the 
tongue in the hospital. Four or five days later he returned, 
with all the symptoms relieved, and with a history of a sud- 
den appearance of pus in the mouth. This abscess ruptured 
spontaneously. 

There is one suggestion I would offer in regard to the 
early diagnosis, looking to the treatment, and that would be 
exploratory puncture of the mass by hypodermic, with pos- 
sible withdrawal of the pus, thus making diagnosis possible 
two or three days earlier and sparing the patient some pain 
in the days of waiting. 

DR. DON M. CAMPBELL, Detroit: One interesting thing 
is the channel through which the infection takes place in a 
ease of this sort. I have never been fortunate enough to see 
such a case, but they seem to be usually accompanied or 
preceded by tonsillitis. It is hard to see how the infection 
ean follow from a peritonsillar infection. It seems to me 
more likely to be an infection of the lingual tonsil, and per- 
haps a similar lesion around the lingual tonsil as one would 
get around the faucial tonsil. This seems to me to be the 
most likely channel of infection in such a case. 

DR. J. VERNON WHITE (closing the discussion): I 
looked the subject up very exhaustively, and the causation 
seemed to be somewhat obscure. I have come to the conclu- 
sion that we know nothing about it. It is only by a presump- 
tion on my part—excluding the possibility of all other germs 
—that I came to the conclusion that it must be the lymphatics 
that infect these structures. However, I think that we see 
more cases of infected lingual tonsils, as Dr. Campbell just 
said, than we do of deep abscesses. It is not unusual for the 
superficial glands to become inflamed. But I really think it 
is very unusual for the deep structures at the base of. the 
tongue to become involved. 

The length of time between the abscess formation and the 
time at which the infection took place is astonishing. In other 
parts of the body, if we have an abscess, we can generally 
get a history of it, and come to some conclusion in a very 
short time, but in this case it lay dormant for four days after 
the tonsillitis, 

From what information I could gather, the incisions that 
have been made heretofore in such cases have been made 
through the dorsum of the tongue, by pulling it forward. In 
this case I thought the easiest way would be to use a trocar 
and cannula, raising the tongue and going through anteriorly. 
In this way the larger vessels are not wounded, and I think 
it is the safest plan. In operating through the base of the 
tongue there is danger. 
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OBSERVATIONS ON TONSILLECTOMY 
SOME YEARS AFTER OPERATION.* 


B. R. Suurwey, M.D. 
DETROIT, MICH. 


With a wave of enthusiasm for the complete 
enucleation of the faucial tonsil, with a display 
of innumerable and nameless legions of knives, 
forks, hooks, snares, dissectors, clamps, ton- 
sillitomes, needles of different sorts, varieties, 
curves and twists, with text-books, monographs, 
printed discussions and arguments that would 
tax the capacity of a university, armory, or gym- 
nasium, to contain them all, tonsillectomy was 
ushered in as a revival from the ancient days of 
Celsus. 

It has taken a formidable place to which it 
is justly entitled among the common operative 
procedures of the general practitioner, the 
pediatrist, the general surgeon, the eye, ear, nose 
and throat specialist, or that rare and almost 
extinct variety of exclusive specialist called 
the rhinologist and laryngologist. 

It is undoubtedly timely and interesting from 
the standpoint of the patient and surgeon that 
the indications, technic and end results should 
reach some clearing house among our great 
special societies and lead to a well established 
uniformity in principles and practice. Those 
of us who are privileged or pained to look back 
over two or more decades where a portion of our 
life’s work has been given to the removal of 
tonsils by the old tonsillitome will recall many 
cases that come before us to-day as young men 
and women with normal throats, one-third to 
one-sixth of the base or root of tonsils in place. 

Tt is estimated that thorough tonsillotomy by 
an expert resulted in the complete relief of 80 
to 85 per cent. of all cases operated. My own 
observations would concur in these percentages 
but it must be remembered that the operation 
of incomplete removal as generally practiced by 
the tonsillitome until 1903 and a few years later 
was an operation in selected cases only. 

The pathologic tonsil of tonsillotomy days 
was only the hypertrophied or enlarged tonsil. 
It is therefore evident that the argument of 
sufficiently good results with tonsillotomy of 
the old technic can refer only to one class of 
obstructive tonsils. 

The buried and septic tonsil remained undis- 
turbed under the old ideas and the pathology 
of focal infection required more radical meas- 
tires. Tonsillectomy by some of the standard 
methods of choice has taken its place as the 
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radical procedure of necessity. It has rapidly 
passed by reason of excellent results from a 
surgical furor and fad to a sane, legitimate 
operation based upon well established indica- 
tions. 

The views of the radicalist who would remove 
all tonsils at three years of age and the con- 
servatist who would never operate because they 
had a physiologic function are no longer heard. 

An analysis of results of one thousand ton- 
sillectomies at Harper, the Children Free 
and the Detroit Tuberculosis hospitals, has 
established for us definite personal opinions 
which conform in general to the accepted pro- 
cedure and results of many operators in a sim- 
ilar field. 

The clinical material under observation was 
taken and selected in the schools and dispen- 
saries from the poorest class of a large city. 
The indications for operation and examinations 
are the observations of the school physician, the 
director of the clinic, the laryngological assist- 
ant at the nose and throat department of the 
dispensary and the interne of the hospital. The 
fina] examination is made at the hour of opera- 
tion. With these safeguards it is fairly certain 
that only worthy and necessary operations are 
performed. The question of performing only 
necessary operations is indeed a factor in any 
resumé of results. 

A well balanced conservatism is established 
when judgment, experience, consultation and 
progressive honest endeavor unite on an opinion 
of necessary surgical interference. 

Tonsillectomy cannot be considered as a 
trivial procedure. If statistics were absolutely 
truthful a considerable number of fatalities 
throughout the world following directly in the 
train of this operation might be collected. One 
who appreciates the danger of hemorrhage, anes- 
thetics, sepsis and thymus disease with their 
legitimate percentage of mortality, must feel 
that tonsillectomy is a hospital operation if the 
best results are’ conserved and the life of the 
patient safeguarded. 

It has been my good fortune to operate con- 
tinuously for over twenty years without fatality 
but as the number of cases operated demands a 
percentage of fatal accidents this may be ex- 
pected soon in the future. 


I consider the removal of tonsils and adenoids 
when thoroughly done as the most satisfactory 
procedure that falls to the lot of the nose and 
throat surgeon. The results speak for them- 
selves. The prophylactic value to the young 
child in the prevention of naso-pharyngeal ca- 
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tarrh and catarrhal deafness of adults and in 
later life cannot be estimated. The influence 
of tonsillectomy upon focal infection subse- 
quently prevented is immeasurable. 

The inter-relation of pathologic tonsils and 
appendicitis, tuberculosis and rheumatism, ab- 
scess formation and sepsis with the attending 
lowered resistance can be merely mentioned so 
intricate are the problems and so meager is our 
definite information. 

We know, however, that the inter-relationship 
of the tonsils with the lymphatics, the thyroid 
and other ductless glands is such that the in- 
dividual following tonsillectomy frequently puts 
on weight and develops a better resistance to 
microbic infection. 

The results of tonsillectomy are particularly 
brilliant in obstructive or septic chronic ton- 
sillitis often with complicating quinsy. 

Cervical adenitis including the tuberculous 
variety when operated should include a removal 
of the tonsils. The importance of this source 
of trouble is frequently overlooked by the gen- 
eral surgeon. 

The prophylactic and curative value of ton- 
sillectomy in cases of Graves disease following 
tonsillar or peri-tonsillar infection is well recog- 
nized. 

Pressure of the velar lobes in the region of 
the Eustachian orifice or suppurative middle 
ear disease frequently show prompt relief after 
tonsillectomy. 

The crime of leaving a very small piece of 
tonsil tissue at the edge of ‘the anterior pillar 
or at the base is truly not as great as the criti- 
cism of some of our friends might indicate. 

Results should improve with the development 
of technic and experience. Four methods are 
popular in this country—First, the finger 
enucleation which is useful, historically, as the 
method which Celsus employed, which could 
never be popular because many tonsils are so 
adherent that undue force must be used, many 
operating fingers are so large the procedure is 
clumsy and dangerous, and because the idea of 
dissection by the sense of touch seems un- 
surgical. Nevertheless, George Richards of 
Rhode Island and Chas. Richardson of Wash- 
ington have produced results by this method 
that are comparable with all others and stand 
the test of time. 


This method was adopted in a series of the 
earlier operations at the Childrens’ Free Hos- 
pital from which these results are drawn. It 
was abandoned because it is only applicable to 
tonsils that are not adherent. 
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Sharp dissection with knives or scissors has 
been used in a series of operations in adults 
under local anesthesia. This is generally pop- 
ular in the east and among men trained there. 
Personally, it was abandoned in this series in 
favor of the snare and blunt dissection which 
seemed to result in less hemorrhage. 

More than two years ago the Sluder instru- 
ments were perfected and this method was 
adopted. The results have proved more than 
satisfactory. One instrument takes the place 
of many. It is quick and reliable. In children, 
especially, a complete enucleation may be per- 
formed in a minute with a first stage ether 
anesthesia. It is particularly valuable in cases 
with old heart lesions where the shortest anes- 
thesia is desired. 

The technic is fairly difficult to master but 
the results of a quick operation with a minimum 
of traumatism to the pillars and uvula is highly 
satisfactory. The instrument is largely directed 
by the sense of touch and the unnecessary use 


of swabbing or a suction apparatus simplifies 


the procedure. In five hundred operations on 
children it has been necessary ,to ligate once 
for post operative hemorrhage. 

The choice of technic and the results there- 
from must ever remain a matter of personal 
choice and individual skill. Minimum trauma- 
tism, post-operative hemorrhage and _ slight 
anesthesia, with no fatalities in a great number 
of tonsillectomies should be a sufficient guaran- 
tee of usefulness to hold a well earned place 
for the quick Sluder method or some slight 
modification of it. 

It is impossible in a great city, to locate more 
than 30 per cent. of hospital patients after five 
years. A series of questions relating to subse- 
quent trouble is recorded and a thorough nose, 
throat and ear examination made. The results 
up to the present are truly convincing of *he 
great effecacy of tonsillectomy. 

We have underway a statistical study of a 
series of one thousand cases many years after 
operations. Our progress is slow on account 
of the great difficulty of locating poor people 
who move many times in a few years. 

Tonsillectomy has passed the stage of argu- 
ment or question. It remains for us to apply 
it only when necessary and let the benefits speak 
for themselves. 

DISCUSSION. 


DR. R. B. CANFIELD, Ann Arbor: I think it is well worth 
while to discuss this subject, although from a somewhat differ- 
ent standpoint from that which is usually enjoyed. For in- 
stance, Dr. Shurley is not so much interested in the kind of 
technic used or the indication for operation, but in the condi- 
tion of his patient five or ten years after operation. That, 
it seems to me, is the important thing. What permanent im- 
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provement do we secure? It seems to me that the local con- 
ditions depend largely upon the kind of technic, its object, and 
the injuries which are incident to the operation—also upon the 
size of the tonsil, and also upon the amount of lymphoid tissue 
elsewhere in the throat. We are not infrequently confronted 
by a patient, four or five years after operation, who has some 
disagreeable condition, probably directly the result of his ton- 
sil operation. Such disagreeable results are found in children 
who have a tendency to hyperplasia of lymphoid tissue in the 
throat. We are often pleased to see marked improvement in 
the general condition of our patients, that is, in the blood 
condition, which improves from 15 to 20 per cent., as a rule; 
improvement in the general condition in all points, and the 
disappearance of rheumatism, heart lesions, kidney complica- 
tions, and the disappearance of a cervical adenitis. We are 
sometimes, however, confronted by patients who have these 
various troubles and who experience no improvement following 
the tonsillectomy. In other words, the tonsil is a focus, the 
elimination of which is frequently attended by very satisfac- 
tory results. Cases of endocarditis or myocarditis frequently 
show a very marked improvement. However, we see recurrences 
of the heart lesion after a tonsillectomy not infrequently. For- 
tunately, however, these recurrences come less frequently, and 
not infrequently with the passage of time entirely disap- 
pear. We not infrequently see in a child, especially the thin- 
skinned, freckle-faced, thin child, the appearance of a bron- 
chitis following a very successful tonsillectomy. It seems as 
if the tonsil might have some protective function when healthy. 
It would seem as if in this kind of a child disagreeable 
sequelae follow a successful tonsillectomy. Such children not 
infrequently develop a cough; they sometimes show an in- 
creased susceptibility to head cold, with profuse naso-pharyn- 
geal discharge. 

After so many hundreds of thousands of tonsillectomies as 
have been performed, it seems as if we might pause and con- 
sider whether we should not make a much more careful exam- 
ination of the child before we operate, and take into considera- 
tion what the chances are for a marked and permanent im- 
provement before we operate. 

In regard to one point which Dr. Shurley brought up, that 
is, the leaving of a mass of tonsil tissue at the base, is con- 
cerned, frequent histological examinations of this tissue have 
led me to believe that this is rarely tonsil tissue, that is, in 
cases where the tonsil had been removed in its capsule. This 
is almost always, if not always, a hyperplasia of lymphoid 
tissue. I have been asked to reoperate some of my cases 
in which I felt certain complete enucleation had been per- 
formed, and unless I found some distinct indication for the 
removal of this hyperplastic lymphoid tissue I preferred to 
leave it, because the lymphoid tissue, while it has no very 
distinct function apparently, seems to be needed. Consequently, 
unless this is distinctly a mass of tonsil which has been per- 
mitted to remain after operation, it seems to me that a better 
permanent result is secured by permitting it to remain. 


DR. SHURLEY (closing the discussion): I have nothing 
further to add except that it seems to me that a few applica- 
tions of silver to this exuberant tissue that develops at the 
base is quite sufficient to relieve the trouble without any 
further surgical procedure. 





TUBERCULOSIS OF THE SEMINAL 
DUCT.* 


Hi. W. PLAGGEMEYER, M.D. 
DETROIT, MICH. 


It is a generally accepted fact that, tuber- 
culous infection in the genito-urinary tract is, 
as a rule, secondary to a focus of infection else- 
where in the body; in the major portion of cases 
in the lungs, intestines, and bones. That the 
disease, however, does occur primarily, in the 
genital tract, has now been demonstrated by a 
number of observers. In this regard, the cases 
reported by Crandon, Saxtorph, Krzywicki and 
others, of prostatic involvement without appre- 
ciable tuberculous process in other parts of the 
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body, and of Wulff, Burckhardt and Koll, in 
which the primary involvement was evidently 
in the prostate, are of more than passing in- 
terest. 


Guisy in 183 cases of urogenital tuberculosis 
found ten involving the prostate and seminal 
vesicles alone. Saxtorph in a series of 225 
cases, notes nine such occurrences. In his clas- 
sic contribution to the subject of genito-urin- 
ary tuberculosis, Walker found that the disease 
was stated to be primary in the genito-urinary 
organs with reference to the whole body in 
fifty-two out of one hundred seventy-four cases. 
On the other hand, the same author found, in 
experimental infections, that no matter what 
mode of infection was used, the lungs were 
always involved and usually showed the most 
advanced process. 


Regarding the genital tract as a separate 
entity, the age instance is fairly well distribu- 
ted, Lyons reporting a primary infection in the 
seminal vesicles of a child of twenty months, 
and Barney an epididymal tuberculosis in a 
baby of eighteen months, and in a man of 
seventy-three. Generally speaking, one might 
say that genital tuberculosis is very rare up to 
the age of four months, the percentage grad- 
ually increasing till it reaches its maximum in 
the third and fourth decade. The comparative 
infrequently in the pre-puberal period may 
doubtless be explained by the latent activity of 
the genital duct at this time, the relatively scant 
blood supply reducing the hazard of hema- 
togenous infection. The same explanation may 
be offered for the fact that, as yet, no epididy- 
mis has been reported as tuberculous, in cases 
of undescended testis, possibly due to the fact, 
that al] undescended testes are atrophied to an 
extent, and physiologic activity, though present, 
is in abeyance. 

In early life the disease often affects both 
sides, but after. twelve, the majority of cases 
present a unilateral involvement when first 
seen. In Barney’s series of 153 cases of epididy- 
mal tuberculosis, 35 per cent. were on 
tle right side, and 65 per cent. on the 
left, a bilateral involvement being present in 
only 30 per cent., as against 70 per 
cent. unilateral. These figures shatter the idea, 
long held, that left sided epididymitis is the 
rule, and right sided involvement the excep- 
tion. 


The great mass of evidence presented by 
different observers, points to the epididymis as 
the organ most commonly the seat of infection, 
primary for the genital tract. Cabot savs that 
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genito-urinary tuberculosis is a misnomer ; that 
we should come to recognize that urinary tu- 
berculosis is primary in the kidney and genital 
tuberculosis is primary in the epididymis. In 
Walker’s second series of two hundred seventy- 
nine cases, the kidney was first involved in 184, 
the epididymis in 80, the prostate in six, and 
the seminal vesicles in two. Keyes, however, 
holds the view that “the weight of evidence 
goes to show that in many, if not all cases, 
the prostate or vesicle is tuberculous before the 
epididymis becomes so.” His contention is 
based on the fact that, “with a tuberculous 
epididymis, the prostate is never normal, and is 
sometimes manifestly tuberculous to rectal 
touch. On the other hand, with a tuberculous 
prostate or vesicle, the epididymis is not nec- 
essarily involved ; also involvement of the pros- 
tate or vesicles, or both, precedes involvement 
of the second epididymis. 


One cannot deny the verity of these con- 
ditions from a clinical standpoint. But there 
is also much authentic evidence to the effect 
that the epididymis is, in most cases, affected 
first. 


Watson in a series of twelve cases, found 
on careful examination that the tuberculous 
infection began in the epididymis of one side. 
In four of these, there was an extension to the 
vas and the vesicle of the same side, without 
any evidence that the prostate had been in- 
volved. In none of the other eight did the 
the process advance beyond the epididymis or 
testis, these patients being watched for periods 
varying from eight to twenty-three years. The 
same author claims to have seen only three 
cases in which the disease was present in the 
prostate, as the only part affected below the 
bladder. In these the kidney was thought to 
be affected in each instance. 


This would seem to offer evidence that the 
disease may be manifested at either end of the 
tract, with an interval of time between its 
manifestation at either point, the kidney or the 
epididymis. Also it is clearly shown that an 
epididymal infection may follow, chronological- 
lv at least, a renal infection of the same side 
without implicating the prostate or seminal 
vesicles, and yet again, that the process may 
begin in the epididymis and remain localized 
there, without ever involving any other part 
of the tract. 


The genital tract, in its development, bears 
a striking analogy to the urinary tract. The 
epididymis is a remnant of the mesonephros, 
and, in its rudimentary excretory capacity, it 
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might be expected to pick up micro-organisms 
from the circulation in a manner entirely sim- 
ilar to that of the kidney. Theoretically, one 
might then look to the epididymis as the 
primary seat of invasion for the genital tract, 
as the kidney is the recognized primal site in 
the via urinaria. A striking example of this 
developmental relationship is seen in the case 
cited by Frisch and Zuckerkandl, in which a 
patient had a tuberculous kidney removed. The 
mucous membrane of the ureter and the trigone 
of the bladder were found to be implicated in 
the process also. Several months later, the 
epididymis became tuberculous without either 
the prostate or the seminal vesicles being in-' 
volved. 


By the same token, the prostatic anlage and 
its early functions, being of such different na- 
ture from that of the epididymis, it is easy to 
see why this gland and its adnexa, the vesicles, 
might be less frequently the seat of primary 
infection. And continuing the adverse com- 
parison still further, and by the same logic, 
one might be led to suspect a priori, that from 
their wide difference in genesis,.as well as by 
their relative remoteness from direct urinary 
infection, the vesicles would be less open to 
primary infection than the prostate, and this 
is fairly proved to be the case by the best ob- 
tainable statistics in a proportion of one to 
three. 


Much experimental evidence has been put 
forth to prove the capacity of normal vesicles 
to secrete tubercle bacilli. Landouzy and Mar- 
tin found in guinea pigs, that if the lumenar 
contents of the vesicles, were taken from tuber- 
culous animals in which the vesicles were not in- 
volved, the material produced tuberculosis when 
injected into other animals. Sirena and Pernice 
also found that they could produce tubercu- 
losis in the peritoneal cavity of a dog, by in- 
jecting material gotten from the vesicles of 
individuals dead of tubercuosis, but having no 
involvement of the vesicles. Maffuci infected 
rabbits with large doses of tubercle bacilli. In 
twenty-six days he discovered the bacilli on the 
mucosa of the otherwise normal vesicles. Na- 
karai, in a human subject, discovered tubercle 
bacilli in normal vesicles. Jaechk, Gaertner, 
Cavagnis, Albrecht, and Kochel all conclude 
that these organs secrete the bacilli more often 
than any other part of the genital tract. 


In the face of this evidence one might stil] 
assume that the examination of these organs 
has not been exhaustive enough to warrant the 
belief in this healthful secretory faculty as an es- 
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tablished fact, and it is extremely probable from 
the experimental work of Walker, that all vesi- 
cles which secrete tubercle bacilli have a tuber- 
culous focus somewhere in the submucous tis- 
sues, which is the first site of election. Whether 
the normal vesicle can harbor and then cast off 
the tubercle bacillus with impunity, or whether 
its histone producing faculty has a deleterious 
influence on its capacity as host to that organ- 
ism, through its agglutinating power on the 
tubercle bacillus, as in some of the lower ani- 
mals can, on, the face of the evidence offered, 
be viewed at present, only as an unsolved prob- 
lem. Suffice it to say, however, that, though 
the seminal vesicle infection is present as a 
secondary involvement in about 60 per cent. 
of cases of tuberculosis of the genital duct, its 
primary involvement is in all probability an 
extreme rarity, and from the standpoint of its 
primarity alone, is not to be viewed essentially 
as a surgical factor. As an academic fact, the 
developmental analogy of the seminal vesicles 
and the urinary bladder is striking, and our 
minds have long since been made up to the 
method of attack in tuberculous disease of the 
latter. One is quick to leave the bladder and 
to attack the kidney when it is definitely known 
that the latter is involved, and generally speak- 
ing, one might do worse than follow the same 
rule in the case of the vesicles and epididymi. 

Approaching the field of controversy as to 
local avenues of extension in the genital duct 
per se, one is faced with much argument, and 
much experimental work, purporting to prove 
extension via the vas in each direction. 

The work of Baumgarten and Kraemer would 
make it appear that from a posterior urethral 
infection, the process is never propagated 
through the vasa deferentia to the epididymis, 
while infection of the vas or seminal vesicles 
does extend to the urethra, in fact, that an 
advance of the process never takes place against 
the direction of the seminal current. In a large 
number of cases of experimental tuberculosis 
of the prostate and vesicles, they did not ob- 
serve a single animal in which the disease had 
extended down the vas. They claim that the 
constant stream in the vas from below upwards 
prevents the non-motile tubercle from going 
down, that the ciliated epithelium tends also 
to prevent the downward passage of the organ- 
ism, and that it requires too many days for 
them to multiply in the normal secretion. Di- 
rectly opposed to this are the experiments of 
Paladino-Blandini, which indicate that the tu- 
berculous, as well as other micro-organisms 
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placed just within the external meatus do infect 
the deeper parts of the tract by direct extension 
backward along the urethra and directly against 
the current. They do not, however, prove ex- 
tension further, through the vas. 

It has long been a mooted clinical question 
as to whether local infection of the glans taken 
place through coitus. The weight of authority 
is against this, yet Frank, Schuchardt, Tedenat, 
and Prat-Lacene have all recorded very suspi- 
cious cases, and the possibility must be granted. 
Garin cites the case of a man with ulceration 
of the glans, followed by tuberculosis of the 
prostate, vesicles, and epididymis, and Julius 
Frank, the case of a boy of fourteen years 
with a tuberculous ulcer of the glans followed 
by infection of the epididymis. Several cases 
have been reported, two in the knowledge of 
the writer, where infection of the prepuce with 
extension backward has taken place from Rabbi, 
known to be tuberculous, in performing the 
orthodox rite of circumcision. Neither of these 
authors, however, prove that the deep infection 
was not a hematogenous one. 


Teutschlander argues as follows in favor of 
the descension theory : 


(1) Ciliated epithelium does exist in the epididy- 
mis but not in the vas. 

(2) Primary tuberculosis of the vesicles is often 
overlooked, for the reason that it is not searched 
for in the early stage. 

(3) One should not draw conclusions from rab- 
bits, for the reason that their vesicles and prostates 
differ so markedly from those in man. 

(4) Reports several cases in the human in which 
the disease seemed certainly to have extended from 
the vesicles partly down the vas. 


Stonham had a patient in whom the left sem- 
inal vesicle was very much enlarged. When the 
left vas was opened the mucosa beginning with 
the prostate and extending for some distance 
was studded with small tubercles and ulcera- 
tions. The disease ended abruptly and beyond 
this point the vas was sound and the epididymis 
was normal. This seems to be an instance of 
an undoubted extension down the tube. 

Oppenheim and Low found that by stimu- 
lating the hypo-gastric nerve, they could pro- 
duce a reversed peritalsis in the vas. They also 
found that by stimulation of the verumontanum, 
they could bring about a similar result. This 


they were led to believe held true for men as 
well as for rabbits and guinea pigs. They there- 
fore believe, that, during an infection of the 
posterior urethra, an irritation may produce a 
reverse peristalsis and set up an infection of 
the epididymis, by direct descension. 
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Walker, in a large series of rabbits with tu- 
berculosis of the prostate and vesicles, noted 
one animal only, in which he thought the in- 
fection might possibly have passed down the 
chord. In two animals in which he placed pieces 
of tuberculous lung in the urethra, there was 
wide spread involvement of the vas and epi- 
didymis, and careful examination of the speci- 
men made it appear that the extension was a 
direct one down the vas. 

In another series of eleven animals, in which 
tuberculous cotton was inserted in the seminal 
vesicles, two had involvements of the epididy- 
mis, which he took for evidence of downward 
extension. Of thirty animals, in which the 
injections were made into the posterior wali 
of the bladder, two showed implication of the 
vasa. In one, the epididymis was also affected. 
In the other, the whole right vas and part of 
the globus minor were affected; on the other 
side the vas was uniformly diseased. The above 
instances by a most careful observer, point very 
strongly to the conclusion that the disease may 
descend. 

However, the same author noted in his ex- 
periments, the great frequency and ease with 
which the disease spreads from below upwards, 
and the relative infrequency and difficulty with 
which infection descends. 

As to the method by which the disease passes 
from the epididymis upwards, it is asserted by 
Baumgarten that the bacilli are carried upward 
by the stream of the vas. To this theory the 
following objections may be raised. 

(1) Tuberculosis in many instances affects 
the vas to such a degree that the lumen in the 
lower part is entirely occluded and often oblit- 
erated before the upper part is involved. 

(2) When the vas is ligatured in animals, 
the infection is delaved, but later the disease 
passes on above. 

(3) Again, if the force of the vas stream 
were strong enough, there would be implanta- 
tion equally and simultaneously along the epi- 
thelium lining the lumen. It is possible that 
ascension by the subepithelial lymphatics would 
explain this. 

Baumgarten and his pupils are probably right 
in the main, but that they go too far in asserting 
that descending infection never takes place, the 
work of Walker would show. 


How else could one explain a tuberculosis of 
the vesicles or prostate and a continuous in- 
volvement of the adjoining vas, with a free 
epididymis or testis. If it were not direct in- 
fection, it must be through the lymphatics or 
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the blood stream, in which case, one would cer- 
tainly expect involvement of the epididymis or 
testicle, or both. 

Ascension certainly seems to be the rule; 
descension the exception. 


All that can be actually postulated as to the 
peripatetic activity of the tubercule bacillus is 
that it enters, in the great majority of cases, by 
way of the kidney into the urinary tract, and 
descends by preference, and mounts from below 
with reluctance, if at all, and then most prob- 
ably by the lymphatics. The large proportion 
of cases in which the epididymis or testicle when 
involved, appear clinically to be the first seat 
of tuberculous lesion in the genito-urinary 
tract, and the relatively greater proportion for 
the genital tract alone, as well as the frequency 
with which the disease apparently remains lim- 
ited to these structures, point strongly to the 
blood current, or the lymph tract, as the usual 
path of approach. This evidence is augmented 
by the large number of recorded cases in which 
the foci were subepithelial or intertubular. A 
further verification of this premise is found in 
the frequency with which the globus major is 
attacked in unilateral cases, or’ in which, if a 
wider area be involved, the upper portion of the 
epididymis is evidently the site of the first in- 
volvement, with or without involvement of the 
upper pole of the testis. This condition when 
present without complication, is practically 
always primary, and is considered by many, a 
diagnostic point, though Koll has recently 
shown that in other infections, such as colon, 
staphylococcus, streptococcus, ete., the clinical 
manifestation may be so similar, that only care- 
ful study of the removed epididymis will tell 
the story. 

To further confuse the time honored clinical 
picture, Walker’s injection of the aorta with 
tubercle bacilli in twenty-eight animals, gave 
the following results: Eight showed tubercu- 
lous epididymitis, five on the left, three on the 
right; in four the globus minor was affected; 
in two the globus major. This would point to 
the globus minor as the more common locus of 
hematogenous infection, and is at variance with 
the clinical observations of others. 


The involvement of the second side usually 
occurs as in gonococcal infection, in the globus 
minor, most often with fulminating symtoms, 
suggesting mixed infection. It would seem 
then, that in many cases, when the second side 
becomes involved, the disease has traveled up 
and involved the prostate and seminal vesicles, 
and then gone down the vas, just as in Neis- 








ST gE EA NS PER 


122 T. B. OF SEMINAL DUCT—PLAGGEMEYER 


serian infection. This is clinical evidence in 
favor of the descension theory, by way of the 
lumen of the vas. 

To recapitulate; massive infection can pass 
in either direction in the vas by continuity, but 
direct conduction by the lumen is rare, and if 
accomplished is negative in its effect on normal 
epithelium. Decending infection from all parts 
to the genital tract is in most instances via the 
blood stream, and ascending infection to other 
parts of the genital tract by way of the lymphat- 
ics, an infected vesicle on the opposite side to 
the primarily infected epididymis being ex- 
plained by the decussation of the lymph paths 
at the base of the bladder. 


TREATMENT. 


One must frankly confess at the outset, that 
there is no subject in the range of surgical dis- 
eases of the genito-urinary tract about which 
there is so much ‘diversity of opinion among 
competent observers as in tuberculosis of the 
seminal vesicles and epididymis. The expres- 


‘sions of opinion gotten through personal cor- 


respondence with leading clinics and sana- 
toriums of the country are conflicting, but the 
composite result may be summed up briefly 
as follows: 

When tuberculosis involves the epididymis 
alone, epididymectomy should be performed; 
this, in face of the argument advanced by some 
that operative interference may cause a flare 
up on the opposite side. The march is rapid 
without operation. In the last series reported 
from the Massachusetts General Hospital, of 
thirty-three unoperated epididymi, 18 or 52 
per cent. became involved on the opposite side 


' within a year after invasion of the first side. 
If both epididymi are involved, double epidi- 


dymectomy is indicated, for this operation does 
not impair masculinity and sterility has in most 
cases already taken place, even before the second 
side was involved. 

Knowing that invasion of the second testicle 
is likely in either case, and recognizing the 
great value of the testicular hormone, it is 
questionable whether orchidectomy is ever in- 
dicated. Some of the reported results of sub- 
sidence of activity in this gland following epi- 
didymectomy are little short of marvellous, and 
when it is mechanically possible to remove the 
epididymis and still leave the testicle some blood 
supply, it is safe to hope that, except in rare 
instances, the latter can be saved. In none 
of Barney’s cases did the patient return for 
subsequent orchidectomy and Keyes reports one 
case only. and that as a rarity. When both epi- 
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didymi and testicles are involved, it is better 
to incise and drain, if pus is present. In regard 
to the removal of the vas, if the latter is in- 
volved massively in its entire extent, the high 
operation of Cabot is the procedure of choice, 
but the advisability of this method as a routine 
procedure is open to question. It is doubtful 
if the opening of the tissues will in any way 
benefit the further development of a tuberculous 
peritonitis, if such a condition has already su- 
pervened. 


In the experience of many active workers in 
this field, the removal of the epididymi and con- 
tiguous portion of the vas has had a most signal 
effect on the process in the vesicles; the infec- 
tion has receded, and the vesicle have become 
fibrous. Recently Young has been advocating 
vesiculectomy under certain conditions. The 
operation is a difficult one, and two of the larg- 
est clinics of the country have each noted four 
cases of impotence following the operation. 
These reports are, as yet, unpublished. Still, in 
the type of cases selected by Young, where the 
disease is limited entirely to these glands and 
does not involve the prostate, vesiculectomy is 
unquestionably a splendid operation, because 
it removes entirely the focus of disease. On 
the other hand, if the prostate be involved, ves- 
iculectomy should not ‘be performed, as the 
chance of persistent perineal fistula is too great. 
This may appear as too conservative to those 
in favor of radical removal of all caseous foci, 
but considering the type of disease with which 
we are dealing, it is probably better to err on the 
side. of caution, especially where the lower duct 
is first involved. For as has been noted, the re- 
moval of the first part involved in a large num- 
ber of instances, causes recession of the process 
in the higher parts which are so frequently the 
victims of a secondary invasion. 


The prognosis in primary tuberculosis of the 
genitals in children is usually good. In fact 
there seems to be a limitation of the tuberculous 
process in all organs of children, the one notable 
exception, of course, being the meninges. This 
tendency to localization in the pre-puberal per- 
iod in contra-distinction to the wider involve- 
ment usually encountered in later periods of 
life is a strong argument for radical operation 
with a view to permanent cure. 


Too much emphasis cannot be laid on the 
value of hygienic and climatic treatment, both 
pre-operative and post-operative, especially the 
use of heliotherapy as advocated by Lawrason 
Brown, for it must be kept in mind that in the 
larger percentage of cases we are dealing with 
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more or less generalized tuberculosis in other 
parts of the body. 
Corbus’ idea of active immunization before oper- 
ation by producing, in maximal amounts, anti- 
bodies to all constituents of the tubercle bacillus, 
it being understood that the patient has no 
closed foci from which absorption is taking 
place and is not already supplied with an ex- 
cessive amount of antigen. 


ULTIMATE RESULTS. 


Of the one hundred thirteen cases followed 
at the Massachusetts General Hospital, 27 per 
cent. have died of some form of tuberculosis. Of 
these deaths, 14 per cent. occurred within one 
month, 32 per cent. within six months and 50 
per cent. within one year after operation. Dur- 
ing the first six years, 85 per cent. died, while 
between the ninth and eleventh years 10.7 per 
cent. succumbed. Miliary, renal and lung in- 
volvement, are, in order, the final types of the 
disease. The conclusion reached in this report 
is that until at least ten years have elapsed 
after operation, no patient can be said to be 
cured of tuberculosis. 

In conclusion, genital tuberculosis in the male 
is a very grave affection, and, except in the case 
of children, where the local process often re- 
mains the only tuberculous focus in the body, 
operation is only to be looked on as one of the 
means to an end, and conservative effort is to 
be looked upon with favor. The survival of the 
patient, primary foci being removed, depends 
largely on the ability of his body to immunize 
itself to the disease, to the development of 
which immunity our chief efforts should be 
directed. 

BIBLIOGRAPHY. 

Anshutz, W.: Tuberculosis of 
Medizinische Klinik, Jan. 
( Abstr.) 

Barney, J. Delinger: Tubercular Epididymitis; and 
Results of 71 cases. Boston Medical and Sur- 
gical Jr., Vol. CLXVI, Noll. pp. 409-414, March 
14, 1912. 

Observations on the Seminal Vesicles. 
Medical Jr. Vol. XXI, No. 11, 1914. 

The Value of the Guinea Pig Test in Genito-Urinary 
Tuberculosis. Boston Medical and Surgical Jr. 
Vol. clxiv, No. 26, pp. 917-919, June 29, 1911. 

Recent Studies in the Pathology of the Seminal 
Vesicles, Boston Medical and Surgical Jr. Vol. 
clxxi, No. 2, pp. 59-62, July 9, 1914. 

The Ultimate Results of Genital Tuberculosis in the 
Male. Transactions A.M.A.  Genito-urinary 
section, 1914. 

Tuberculosis of the Epididymis and Prostate. Boston 
Medical and Surgical Jr. Vol. clxviii, No. 25, 
pp. 923-927, June 19, 1913. 

Tubercular. Epididymitis: An Analysis of 153 cases, 

American Jr. of Urology, December, 1911. 


the Epididymis. 
4, 1914. Vol. X. 


Interstate 


The writer is in favor of, 





T. B. OF SEMINAL DUCT—PLAGGEMEYER 123 


Baumgarten, P. & Kraemer, C.: Experimentelle 
Studien uber Histogenese and Ausbreitung der 
Urogenital tuberculose. Arb. a.d. Geb. d. Path. 
Anat. Inst. zw. Tubingen, 1902-3, IV, 173-198. 


Burckhardt: Muensch. Med. Woch., 1911, p. 1750. 
Corbus, B. C.: Immunization in Genito-Urinary 
Tuberculosis: A Procedure of Immunization 


Before Operation. Transactions American Uro- 
logical Assoc., Philadelphia, 1914. 

Crandon, L. R. G.: Tuberculosis of the Prostate. 
Boston M. and S. J., 1902, CXLVII, 17-19. 
Frank, J.: Uber Tuberculose des Penis. Inaug. 

Diss. Strassburg, 1897. 

Fuller, Eugene: Surgery of the Seminal Vesicles. 
Medical Record, Jan. 23, 1915. 

Seminal Vesiculotomy ; Its Purpose and Accomplish- 
ments. Medical Record, New York, October 30, 
1909. 

Garin, J.: Observations de Tuberculose des Organes 
genit-urinaires. Mem. et compt-rend. Soc. d.sc. 
Med. de Lyons, 1877, xvi, pt. 2, 36-40. 

Goodman, A. L.: Tuberculosis of the Testicle. 
Medical Record, Jan. 24, 1914, Vol. 85. 


Guisy, B.: Tuberculose Prostatovesiculaire. Revue 
internat. de la tuberc., 1906, X, 81-87. 
Hesse, F. A.: Tuberculose der Prostate. Berliner 


Klin. Wochenschrift, June 22, 1914, Vol. 51. 

Keyes, E. L.: Jr. Diseases of the Genito-urinary 
Organs. Text book, p. 475-478. 

Tuberculosis of the Testicle; Observations upon 100 
patients. Annals Surg., Phila., 1907, XIV, 918. 

Koll, I. S.: Primary Tuberculosis of the Prostate 
Gland. Annals of Surgery, Vol. LXTI, No. 4, 
October, 1915, p. 473. 

Kraske, P.: Ueber Einen Fall von Tuberkuloser 
Erkrankungen der Glans penis, etc. Beitr. 2. 
path. Anat. u. s. allg. Path. Jena., 1891, X, 204- 
210. 

Krzywicki, C. V.: 29 Falle von Urogenital-tuber- 
culose darunter ein Fall yon Tuberculose beider 
Ovarien. Zeigler’s Beitrage 1888, iii, 297. 

Landouzy L. et Martin H. Faits cliniques et experi- 
mentaux pour servir a l’histoire de l’heridite de 
la tuberculose. Revue de med., 1883, 111 1014, 
1032. 

Lewis, Bransford: Urogenital Tuberculosis. Buffalo 
Medical Jr., July, 1909, pp. 643-56. 

Lindmann: Eein Beitrag zur Frage von der Con- 
tagiositat der Tuberculose, Deutsch. Med. 
Wchnschr., 1883, IX, 442. 

Lyons, O.: A.M.A. Trans., 1914. 

Marinisco, R.: Epididymectomy for tuberculosis. 

Martin, A. M.: Tuberculosis Disease of Epididymis, 
Vas, and Seminal Vesicles; removal in one 

piece. Northumberland & Durham, M. J. New- 
Castle-upon-Tyne, 1903, XI, 169-173. 

Nakarai, S.: Experimentelle Untersuchingen uber 
das Vorkommen von Tuberkelbazil'en in den ge- 
sunden Genitalorganen von Phthisikin. Beitrage 
z. path. Anat. v. z. allg. Path., 1898, XXIV, 
327-342. 

Oppenheim, M. w Low, O.: Klinische und experi- 
mentalle Studien zur Pathogenese der gonor- 
rhoischen Epididymitis. Virchoirs Archiv., 1905, 
CLXXXII. 


Paladino-Blandini. 
1009. 


Guyon’s Annals, 1900, XVIII, 





SR Te 





124 VALUE OF SOCIAL SERVICE—VARNEY 


Saxtorph, S.: Valeur de l’intervention chirurgicale 
dans la tuberculose vesicle. Comp. rend. 13 
congr. internat. de. med. Paris, 1900, 97, 

Simmonds, S.: Tuberculosis of the Male Genital 
System. Beitrage z. Klinik d. Tuberculose, 
November, 1914, Vol. XXXIII. (Abstr.) 

Stonham, C.: Tubercular disease of the left vesicula 
seminalis and left half of the prostate extension 
into the left vas deferens. Trans. Path. Soc., 
London, 1887-8. XXXIX, 197. 

Teutschlander, O. R.: Wie breitet sich die genital- 
tuberculose aus? (Ascension und descension). 
Beitr. zs. klin. d. tuberk., 1906, Vol. V, 83-182. 

Thomas, B. A. and Pancoast, H. K.: Observations 
on the Pathology, Diagnosis and Treatment of 
Seminal Vesiculitis. Annals of Surgery, Sep- 
tember, 1914, Vol., XX XVII, No. 5, pp. 313-318. 

Uchimura, M.: Tuberculosis Disease of the Genito- 
urinary Organs, as seen on Post Mortem Exam- 
ination. Sei-i-Kwai Medical Jr., Vol. XXXIII, 
May 10. (Abstr). 

Voelcker, F: Excision Tuberculoser Samenblasen 
mit temporarer Verlagerung des Rectum. Beitr. 
s. klin. Chir., Tubing, 1911, LX XII, 722-740. 

Walker, George: The Nature of the Secretion of 
the Vesiculae Seminales and of an Adjacent 
Glandular Structure in the Rat and Guinea Pig 
with especial reference to the occurrence of 
Histone in the Former. Johns Hopkins Hos- 
pital Bulletin, Vol. XXI, No. 231, June, 1910. 

A Special Function Discovered in a Glandular Struc- 
ture Hitherto Supposed to Form a part of the 
Prostate Gland in Rats and Guinea Pigs. Jbid. 
Vol. XXI, No, 231, June, 1910. 

The Effect on Breeding of the Removal of the Pros- 
tate Gland or of the Vesiculae Seminales or of 
Both; Together with Observations on the Con- 
dition of the Testes after such Operations on 
White Rats. Johns Hopkins Hospital Reports, 
Vol. XVI. 

Studies in the Experimental Production of Tuber- 
culosis in the Genito-Urinary Organs. Johns 
Hopkins Hospital Reports, Vol. XVI. 

Watson & Cunningham: Genito-urinary Diseases. 
Vol. II, p. 414. 

Weisz, Franz: Diseases of the Seminal Vesicles. 
Urol. & Cutaneous Review, Technical Supple- 
ment, p. 243, July, 1914. 


_ Wildbolz, H.: Tuberculosis of the Urinary Organs. 


Urol. ¢ Cutaneous Review, Technical Supple- 
ment, p. 128, April, 1915. 
Wulff: Deutsch Med. Woch., 1909, p. 1332. 





THE VALUE OF THE SOCIAL SERVICE 
DEPARTMENT IN THE DISPEN- 
SARY AND HOSPITAL TREAT- 
MENT OF SYPHILIS. 

H. R. Varney, M.D. 


Chief of Service of Dermatology and Syphilis, Harper Hospital. 


R. C. Jamteson, M.D. 


Dermatologist, Out-Patient Department, Harper Hospital. 


ALICE WALKER, R.N. 
Director of Social Service. 


The prophylactic treatment and management 
of syphilis as a disease is far more gigantic a 
problem than the treatment of the symptoms 
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of syphilis. The most successful treatment of 


syphilis as a disease is now carried on in the 


army and navy medical service of most of the 
civilized countries. With the military regula- 
tions they can follow up and periodically treat 
syphilis until the disease is no more transmis- 
sible and in a certain per cent. of cases per- 
manently eradicated. 

The next most efficient control of the syph- 
ilitic is in private practice where the syph- 
ilographer is able to obtain the absolute. con- 
fidence of his patient and conveys to his patient 
the importance of a periodical study and treat- 
ment of his infection. 

The most unsatisfactory treatment of syph- 
ilis is that which is being administered in the 
general hospital and dispensary service. In 
most general hospitals the old regime prevails, 
that of treatment of the lesions of syphilis only, 
the patient being allowed to disappear and con- 
tinue to transmit the disease. 


Not all of the blame can be placed upon the 
medical profession regarding the criticisms of 
the old treatment and care of the syphilitic suf- 
ferer. Boards of governors and trustees of gen- 
eral hospitals have for many decades refused 
syphilitic hospital treatment other than that 
given in their dispensaries. Syphilis was looked 
upon as not only dangerous to all hospital 
service but was considered a disease brought 
about through luxury and vice and the sufferer 
was compelled to seek solace for his affliction 
from the unscrupulous advertising quack. The 
most gratifying change has come about and is 
still in progress in the attitude of the governing 
bodies of our hospitals. Today the syphilitic is 
admitted as a syphilitic and receives the care 
of hospital medical service with no questions 
asked as to whether the disease is acquired or 
innocent in its origin. He is treated with re- 
spect and not looked upon as a social leper, and 
from such service is led to again respect himself. 


- With modern means of diagnosis obscure con- 

ditions which have heretofore been unsuspected 
syphilitic infections are being definitely recog- 
nized in appalling numbers until the percentage 
of syphilitics in our country in rural and city 
districts is one in every fifteen. The time is 
not far in the future when this disease must be 
considered by the state and nation as the most 
important problem pertaining to the public 
health of this country. 


The object of this communication is to con- 
vey some knowledge of what some of our hos- 
pitals are trying to bring about in the stamping 
out of this disease. In our hospital and dis- 
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pensary service the most modern diagnostic 
means have been put at our disposal and by such 
means we are not only treating the disease to 
eradicate the present symptoms but we are in 
a systematic way re-examining patients who 
register under our service. Such laboratory 
examinations are afforded the patient without 
expense in cases where we find the patient un- 
able to bear such expense. This service endeav- 
ors through its follow-up social service system 
to convey and instil a personal interest in every 
individual case and also the home from which 
the patient comes. 


The class of patients composing an ambu- 
latory clinic is at the best uncertain, difficult 
to control and, as a rule, of a lower mental 
grade than the majority of patients in a private 
practice. Those, however, who have diseases of 
which they themselves are aware, will return 
for treatment without urging as long as the 
symptoms of those diseases are manifest. It 
is, of course, an obvious fact that syphilitics 
will return for treatment provided they have 
svmptoms of the disease, and it is also true that 
they stay away as long as they possibly can. 
It is needless to say that this method of treat- 
ing syphilis symptomatically has long been dis- 
carded and a patient nowadays who comes to 
be treated for syphilis should be so carefully 
watched that subsequent symptoms do not de- 
velop. This, however, is an ideal state which 
has not yet been attained, but we are perfecting 
our system constantly and wehope that deserving 
syphilitics can be treated from the beginning 
to the end of the disease without symptoms. 

The real problem lies, not in getting the 
luetic to come to the dispensary, but in keeping 
him coming at times when he is liable to become 
indifferent under the assumption that he is 
cured. With that end in view we have adopted 
a working plan in the dermatological service 
at Harper Hospital which comprises both the 
In- and Out-patient Departments. 


When an active syphilitic is admitted directly 
to the Department of Dermatology his history 
is taken and an effort is made to discover where 
and how his infection occurred and what other 
members of the family were exposed to infec- 
tion. This is for the purpose of protecting the 
innocent and, if possible, preventing the infec- 
tion of others by getting at the source of the 
disease. It also serves to enlighten us as to 
whether more syphilis is being transmitted by 
the public or clandestine prostitute or whether 
more are infected innocently than otherwise. 
These statistics will be published as soon as 
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enough investigations have ‘been completed to 
make them of value. 


In order to make the control of the syphilitie 
more certain all cases of syphilis should be 
treated in one department. Many objections 
are raiseu to this, however, as the internist does 
not wish his cases of aortitis treated by a der- 
matologist and the neurologist would naturally 
wish to keep his paretics and tabetics under his 
own observation. The method of treatment 
adopted should be as nearly uniform as possible 
and the patient not allowed to remain away 
for long periods of time. How, then, can this 
be accomplished if luetics are treated in several 
different departments, some using a follow-up 
system, others not? The dermatological depart- 
ment is perfectly willing to treat all cases of 
syphilis of any type but it would not desire to 
have the care of observing all the internal and 
nerve cases and therefore would suggest that 
these departments work conjointly, all obser- 
vations on internal cases being made in the 
department of interna] medicine, neurological 
cases in the department of neurology, etc., while 
the treatment would be given under their direc- 
tion in the department of dermatology and 
syphilis. This is the plan adopted by the New 
York City Associated Out Patient Clinics, 
whose requirements appear elsewhere. 


Those patients who appear in the primary 
stage with an initial sore of any type are given 
a dark field examination which is repeated as 
often as necessary until syphilis is proved or 
until it is impossible to make a diagnosis from 
the sore. In the latter event a Wassermann 
test is made at weekly intervals until it becomes 
positive or al] danger of the infection being 
luetic is past. It is impossible to estimate the 
benefit derived from being able to have a posi- 
tive diagnosis made at the earliest possible 
moment and it has only been since the estab- 
lishment of the Theodore Buhl Memorial Build- 
ing that these aids have been at the disposal 
of the Out Patient Department. We are also 
greatly indebted to Dr. P. F. Morse and his 
corps of able assistants for their painstaking 
work in this connection. 


Even though the clinical evidence is unques- 
tionably syphilitic, the patient is given a Was- 
sermann test and we are often surprised to have 
a negative report returned. This, however, does 
not diminish our faith in the reaction a particle 
as our patients are in all conditions of health, 
perhaps congenitally affected, and probably are 
often unable to form antibodies. We also fre- 
quently find a positive Wassermann in patients 
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with no history and no symptoms, but they are 
not treated for syphilis unless they have symp- 
toms. 


In genera] a definite routine plan of treat- 
ment is followed for all patients, modifications 
being adopted only in individual cases where 
the patients are unable from some cause to 
attend regularly. This plan consists of intra- 
muscular injections of mercury given at inter- 
vals varying from four to seven days, usually 
giving about 11% grains of mercury salicylate 
weekly, changing this as occasion demands. 
Those patients who are able to buy a dose of 
salvarsan are given this also either before or 
after the course of mercury and for those who 
cannot afford this luxury but who need the 
arsenic a dose is procured through the city poor 
commission. These courses of injections are 
varied at times, in those who cannot stand 
them, by giving inunctions, this plan being 
adopted for all children. 

After the first course of treatment a rest is 
given for about six or eight weeks, potassium 
iodid being taken for two weeks of that period. 
The mercurial treatment is again started and 
continued for another two months followed by 
a rest after which treatment is guided by the 
Wassermann test. 


It is unusual for patients to complain of this 
form of treatment as the pain and discomfort 
are comparatively slight after the first few 
injections, some even preferring this to the dis- 
agreeable inunctions or to taking pills. In this 
way we see our patients often, can keep them 
under better control and vary the treatment to 
suit their requirements. 

In the event of any luetics developing symp- 
toms due to any other cause, they can be re- 
ferred to some other department for diagnosis 
and opinion or treatment if necessary. Many 
cases are regularly referred to their orig- 
inal departments for examination to note 
the effect of treatment and it is only 
by such interrelation of departments that 
the best work can be done for the syphilitic. 
All varieties of tests and reactions can be ob- 
tained and if necessary the patient can be placed 
in a ward bed for these observation to be made. 

It frequently happens that patients are ad- 
mitted directly into the hospital proper when 
they are in a highly contagious condition and 
their associates would be in danger of contract- 
ing the disease. They are then treated until 
active lesions are healed when they are referred 
to the Out Patient Department and the treat- 
ment continued. Patients may also be referred 
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from the Out Patient Department to the house 
for treatment of special conditions, both the 
in and out patient departments working in 
harmony. 

The question of prophylaxis is also taken up 
as the entire work is aimed at the cure of active 
syphilis and the prevention of infection. Pa- 
tients are always told the nature of their trou- 
bles, warned against infecting others, instructed 
in the care they must give themselves and the 
treatment required for a cure. In addition 
to this they are given a prnen slip with the 
following instruction : 


INSTRUCTIONS TO SYPHILITICS. 
General Instructions: 

Syphilis is contagious by direct and indirect con- 
tact, directly by open sores, external or internal, and 
indirectly by any conveyance of the excretions from 
these sores, upon clothing, knives, forks and spoons, 
glasses, shaving utensils, pipes, cigar and cigarette 
holders. All such articles should be sterilized after 
use. 

You should absolutely abstain from the following: 

Sexual intercourse, kissing, smoking, chewing and 
all alcoholic stimulants. Syphilis is not always a 
venereal disease and is often contracted innocently 
through other sources. 

You should not marry until your physician gives 
you permission. If you are married and acquire the 
disease, you should not have intercourse or kiss your 
wife or children. 


TREATMENT. 
Syphilis is Curable: 


The cure of this disease depends upon you and 
your faithfulness to the treatment outlined. The 
earlier you come to your physician, the more easily 
it is cured. You are not cured when symptoms dis- 
appear; it is still in your blood. You should still 
remain under the observation of your physician and 
have your blood tested periodically for three years. 
You can be cured, allowed to marry and have healthy 
children. 


Treatment does not injure a healthy mouth, there- 
fore keep your mouth healthy by cleansing your teeth 
and gums after every meal. 

Harper Hospital with all its modern equipment 
throws open its doors and stands ready at any time 
through its medical staff and nurses, to assist you in 
stamping out your disease. 

This leaves them no excuse for neglect on 
account of ignorance but many patients tem- 
porarily financially stranded leave the clinic and 
are treated by private physicians. We are, of 
course, unable to keep track of these as they 
are beyond our jurisdiction and are unable to 
say how their treatment is continued. The most 
difficult part of the treatment of luetics is to 
have them take treatment when they feel well 
and have no symptoms. The method used to 
follow up these cases to have them return for 
treatment is described elsewhere. 

Since these methods have been in use we are 
finding many cases that are giving persistent 
negative Wassermann tests for several months 
at a time; many have had no symptoms except 
the primary lesions; many have been rescued 
from incorrect and insufficient treatment and 
been made useful and able to support themselves 
and families; many have been treated by order 
of the juvenile court who would otherwise have 
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been almost hopelessly invalided and dependent. 

We aim to make the treatment of syphilis at 
Harper Hospital as complete as possible and 
we think we can promise a cure provided the 
patient comes to us early in the infection and 
is willing to continue treatment as long as re- 
quired. 

While working independently we have found 
that our methods conform practically without 
exception to the requirements for Genito-Ur- 
inary Clinics adopted by the New York City 
Associated Out-Patient clinics' which read as 
follows: 

1. The treatment of syphilis, whatever its 
manifestation, should be conducted in one de- 
partment, which shall be either a special depart- 
ment of syphilis or the dermatological depart- 
ment. 

2. Whatever the nature of the lesion, such 
as eye, throat, etc., has directed the patient to 
a department other than that for syphilitics, the 
treatment should be conducted jointly by the 
two departments, but the anti-syphilitic treat- 
ment be administered in the department of 
syphilis or the dermatological department. 

3. Every department for the treatment of 
syphilis should be provided with a dark-field mi- 
eroscope. 

4. Facilities for making the Wassermann 
test should be provided, if possible, in every 
institution where syphilis is treated. 

5. Wherever laboratory facilities for making 
the Wassermann reaction test are not available 
at the clinic, provision should be made for the 
prompt conveyance of the specimens to the 
department of health or other place at which 
the examinations are made. 

6. The principle of limitation of the num- 
ber of patients in each clinic should be adopted, 
such limitation to be based upon the estimated 
facilities in men and equipment of each clinic. 

%. Intravenous medication may be admin- 
istered to suitable ambulatory cases of syphilis. 

8. The association recommends that a suit- 
able uniform circular of instructions be given 
to every syphilitic patient at the dispensary. 

One of the difficult problems in the care of 
luetic cases in an out-patient clinic has always 
been the failure of patients to continue long 
enough under treatment to receive substantial 
benefit. Time and money is wasted and the 
efficiency of the dispensary is greatly diminished 
if the patients fail to return regularly or cease 
entirely after one or two visits. 





1. A Survey of Venereal Clinics in New York City. Bar- 
ringer & Platt, Social Hygiene, June, 1915. 
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With the large number who daily visit the 
dispensary, it is manifestly a physical impos- 
sibility for the individua] physician to bear all 
in mind and unless some systematic follow-up 
plan were devised, a large proportion of cases 
would inevitably be lost. Failure on the part 
of the patient to recognize the gravity of his 
malady or to appreciate the necessity for per- 
sistent and long continued treatment, even 
though he may not feel ill, makes it necessary 
that the social worker should not lose sight of 
the individual. 

If the desired results are to he obtained 
through the mercurial and salvarsan treatment 
it is imperative that we adopt some plan for 
intensive follow-up work if we wish to retain 
control of the case through the long period of 
treatment required. Anything short of this 
will spell failure. To save men and women 
from the human scrap-heap, to keep them effic- 
ient and self-supporting is a financial economy 
to the community. Realizing the expensive 
social results if syphilis and gonorrhea remain 
without treatment, the social worker is keenly 
awake to the necessity of increasing the effic- 
iency of out-patient clinics. 

Because of ignorance on the part of the gen- 
eral public as to the nature and prognosis of 
syphilis and the widespread belief that once 
syphilitic always syphilitic, social-workers as 
well as physicians must serve as educators, plac- 
ing emphasis on Dr. Osler’s assertion that “in 
general, the prognosis for the average case is 
good with careful treatment and bad without 
it? 

When properly instructed, people will be 
willing to face the truth, if they have syphilis, 
just as they have learned to face without despair 
the knowledge that they have tuberculosis, 


To this end a little booklet has been written 
in simple language which the lay person may 
readily comprehend, treating of the nature of 
syphilis, and of certain well defined rules to be 
observed and the necessary precautions to be 
taken. A copy is given each person under treat- 
ment. If the patient is unable to read the 
English language, the subject matter is trans- 
lated for him. 


The present success of hospital social service 
is due to the personal relationship which it has 
been made possible to establish. The value of 
the personal element and the personal touch 
cannot be overestimated. If the patient is 
made to feel that his presence is very earnestly 
desired in clinic, that someone is genuinely in- 
terested in helping him to get well and that it 
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is a matter of real disappointment if he does 
not attend regularly and follow instructions 
implicitly, he is usually ready and willing to 
conform to requirements. 

There is not a clinic in our Out-Patient De- 
partment which does not number a large per- 
centage of luetic cases among those treated. 
In our Department of Dermatology and Syph- 
ilis an effort is always made to bring all affected 
members of a family under treatment simul- 
taneously. 

Aside from the regular card system in use 
for all patients a special card index is used 
similar to that of the Boston Dispensary. 
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Not infrequently we find that through ig- 
norance or indifference parents are unwilling 
to bring their children for treatment. When 
the future well-being of the child is threatened, 
it becomes the office of the social worker to bring 
this matter before the Judge of the Juvenile 
Court. As a result there is always a number 
of wards of the Juvenile Court under treatment 
for lues or gonorrhea in our clinics and the hos- 
pital service. 

Through this intensive follow-up service we 
hope to save many men, women and children 
from chronic invalidism and in this connection 
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Each card provides for a record of a two 
year treatment. One card is kept on open file 
in an “Index Visible” filing case and a duplicate 
card is given to the patient. 

The physician indicates by a stroke of the 
pen on which date the patient is to return. The 
social worker marks a similar memorandum 
on the card on file. When the patient returns 
with his card the physician makes a second 
stroke forming a cross and marks the date for 
the next visit. If he fails to report on that 
date, a postal card is sent and the letter “c” 
is inscribed on the card in red ink. If he still 
fails to respond a visit to the home is made by 
the social worker and the letter “v” is marked 
in red ink. Under this system the percentage 
of “lost cases” is greatly reduced. If it becomes 
necessary for a patient to leave the city while 
still in need of treatment, the social worker 
endeavors to place him in touch with a clinic 
or a private physician in that city. 


HARPER HOSPITAL 
SOCIAL SERVICE DEPARTMENT 


OM. kcewn tern es is anxious to know.......... 
present condition. Please call............... 
at the Dispensary at...... ee and 


present this card. 


it is hoped that we may soon be able to hold 
an evening clinic. 

It is exceedingly difficult and often impos- 
sible for the wage-earning man or woman to 
attend a day clinic. It means the loss of half 
a day’s pay which is usually meagre enough 
when working full time. If this absence is 
repeated as often as is necessary it frequently 
means the loss of the job itself. Therefore, the 
case which might easily have been cured in its 
incipiency, leaving no permanent ill-results, 
goes without treatment until so far advanced 
that the patient is forced to give up work and 
the prognosis is unfavorable. 

Private medical practice, of high standard, is 
too costly to be available for more than the 
well-to-do classes. The treatment of syphilis 
and gonorrhea has always been expensive but 
recent advances in modern medical science has 
rendered it more so. The well equipped dis- 
pensary serves to bring modern medical science 
within the reach of all and evening clinics would 
tend largely to put an end to treatment by 
quacks or to self-treatment from the corner 
drug store. 
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CYSTIC TUMORS OF THE ABDOMEN 
WITH REPORT OF THREE CASES. 
Watrer A. Hoyt, M.D. 


(From the Surgical Clinic, University Hospital, 
Michigan). 


Ann Arbor, 


The object of this paper is not a review of tlie 
literature, but an attempt to emphasize the more 
important points in diagnosis of the most com- 
mon cystic tumors of the abdomen namely; 
(1) hydatid cysts of the liver, (2) pancreatic 
cysts, (3) omental cysts, (4) hydronephrosis, 
(5) ovarian cysts. Cysts of the spleen because 
of their rarity are not considered. 

JASE 1. Clara M. age 6 years, American, en- 
tered the University Hospital July 15, 1915 
because of enlargement of the abdomen. 

Family History—Negative except for his- 
tory of cancer on the maternal side. 

Personal History Negative except for meas- 
les with good recovery. No history of 
hemophilia. 

Present Trouble——About three years ago in 
April, 1912 the patient fell down stairs, sliding 
on the abdomen. She complained of pain that 
day but was up the following day. The patient 
was constipated for several days and was not 
relieved by cathartics. A few days later she 
was seen by a physician who made a diagnosis 
of appendicitis with peritonitis, but no opera- 
tion was performed. The patient was sick for 
three weeks with fever, prostration, nausea and 
vomiting, and at the close of this attack with 
edema of the lower lids. This latter sign passed 
away in a few days. Casts in the urine were 
present. As the attack disappeared her mother 
first noticed a tumor of the abdomen of: about 
present size. Since, there has been no marked 
increase in the size of the abdomen. After 
catharsis the mass becomes smaller but has 


never completely disappeared. Sudden jarring 
causes pain. The patient has lost some weight. 
The appetite is good; there are no night sweats, 
no jaundice and no swelling of ankles. No blood 
has been noticed in the urine. ‘The patient 
has never complained of severe pain nor incon- 
venience from the tumor. 

The urine examination is negative. Blood 
examination; 90 per cent., reds 5,350,000, 
whites 6,300. Differential count and smears 
negative. Wassermann examination negative. 


Examination.—Well nourished child, neg- 
ative except for the abdomen. Examination 
of the chest is negative. On inspection of the 
abdomen a swelling is noticed arising from 
beneath the left lower ribs and left flank, ex- 
tending beyond the median line, and about 
two finger breadths below the umbilicus. This 
swelling is symmetrical and does not move on 
respiration. Palpation reveals a smooth tumor 
mass cystic in character which moves but 
slightly, except laterally. Percussion shows 
tympany above and to the right of the tumor, 
dullness extending toward the spleen and kid- 
nev. There is some tympany above the pubis. 
There is no fluid wave and no change of per- 
cussion on change of position. Auscultation is 
negative. Inflation of colon shows increase in 
tympany above and to the right although none 
is present along the left of the mass. Rectal 
examination is negative. 


Treatment-—The patient was admitted to 
the Genito-Urinary Clinic for tumor of 
the left kidney. On account of the age of the 
patient cystoscopic examination was not made. 
An exploratory incision was made, however, 
over the left kidney and this organ was found 
to be normal. The patient was then trans- 
ferred to the General Surgical Department and 
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the condition diagnosed as cyst of the omentum, 
pancreas or spleen. Operation August 6, 1915 
through a right rectus incision revealed a large 
tumor mass adherent to the omentum and ab- 
dominal wall, the origin of which could not at 
first be determined. The mass was aspirated and 
a brownish fluid material removed. The cyst 
was then opened and a large amount of fluid 
and organized blood clot removed. The lining 
of the cyst was enucleated from the sur- 
rounding peritoneum, and it was then found 
that the cyst was omental in origin. The 
surrounding part of the peritoneum was brought 
together with a purse string of catgut, and a 
rubber tube inserted. Further examination 
revealed a second cyst in the lower left quadrant 
originating from the omentum. This was 
ligated with catgut and removed. The large 
cyst when filled was about seven and a half 
inches long, four inches wide and four inches 
thick. Pathologic report: “Cyst has dense 
hyaline wall bordering on cavity filled with 
organizing blood clot containing much pig- 
ment.” 

The patient left the Hospital on the twentieth 
day following the operation with the wound 
completely healed; recovery ‘uneventful. 

Case 2. Mrs. K. age 39, married, Russian, 


entered the University Hospital November 22, 


1915 for tumor of the abdomen. 

Family History—Her father died at the age 
of %2 from tumor of the breast. Her mother 
died at 71 of stomach trouble. 

Personal History.—The patient has no knowl- 
edge of children’s diseases. There has been 
no definite illness except headache. She has 
lost fourteen pounds in three years. The 
health is generally good and at present she has 
a good appetite and sleeps well. She has been 
in this country for about fifteen years. The 
patient has three children living and well and 
three dead, one dying of throat trouble one of 
scarlet fever and one of pneumonia. 

Present Trouble—The present trouble be- 
gan five years ago with sour stomach and 
nausea, the condition being diagnosed as stom- 
ach trouble. At this time there was first noticed 
a small mass in the upper abdomen to the 
right of the median line beneath the rib margin. 
When first noticed it was only the size of a 
walnut and has gradually grown to the present 
size. The patient now has no symptoms what- 
ever except slight tenderness on pressure over 
the mass. She has never been jaundiced; there 
have been no night sweats. There is no vomit- 
ing and the bowels are regular. 

Urine examination negative. 
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Blood examination shows eosinophilia and 
secondary anemia. 

Ezamination.—Inspection shows an enlarge- 
ment of the upper abdomen arising beneath the 
right rib margin and extending downward 
nearly to the umbilicus, and filling the upper 
half of the abdomen. The mass moves on 
respiration. Palpation reveals a smooth mov- 
able tumor with a_ small nodule _ below 
about the size of a hickory nut. The size is 
estimated to be about as large as a cocoanut. 
Percussion shows flatness continuous with that 
of the liver with tympany below and to the 
left of the mass. No thrill or wave is present 
on examination. Auscultation is negative. Pel- 
vic examination shows pelvic inflammation. 
The mass has no definite connection with the 
pelvis. No X-ray examination was made and 
the colon and stomach were not inflated. A 
diagnosis of omental or hydatid cyst was made. 

Treatment.—Operation December 1, 1913. 
The abdomen was explored through a right 
rectus incision. On opening the abdomen the 
anterior surface of the liver appeared in the 
wound which later proved to be the left lobe. 
To the right of this could be felt a rather large 
gall bladder which emptied easily. The left 
lobe of the liver was very thin and attached 
to the inner side of this lobe was a mass the 


. size of a large cocoanut. On the right and 


inferior border of this was another nodule 
about the size of a walnut, the liver was en- 
larged and there was a few adhesions to the 
omentum. The mass was cystic and extended 
back to the base of the liver, and over its sur- 
face were numerous nodules. A diagnosis of 
hydatid cyst was made. The surrounding tis- 
sues were packed off and the cyst opened. The 
latter contained a colorless fluid and several 
hundred small growths, white circular masses 
containing semi-fluid material. They varied 
in size from the size of a pin head to that of a 
hickory nut. These were removed and a large 
drainage tube inserted, the neck of the cyst 
being sutured to the parietal peritoneum. 

Pathologic diagnosis, “echinococcus cyst.” 
Examination shows the typical picture of the 
daughter cyst. The cyst was irrigated daily 
with 144 per cent. formalin and glycerine solu- 
tion. The condition improved, but at the pa- 
tient’s discharge there was still a small fistula 
although very little discharge. Two unavailable 
efforts have been made to ascertain the present 
condition of the patient. 

CasE 3. Mrs. M. age 37, housewife, Scotch, 
entered the Gynecological Clinic on July 15, and 
transferred to Surgery July 20, 1915. 
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Chief Complaint—Mass in the abdomen. 

Family History.—Negative except for some 
tuberculosis in the family. 

Personal History—Practically negative. Eight 
children all living and well. Operation for 
lacerations after first childbirth. 

Present Trouble-—About one year ago the 
patient noticed a hard mass just above the 
umbilicus. This caused no symptoms. ‘Two 
months ago while consulting her physician for 
jaundice a tumor about the size of two fists 
was found slightly to the right in the upper 
abdomen. Since that time the jaundice has 
disappeared but the mass has increased in size 
rather rapidly. The patient has never had any 
pain, no loss of weight, no diarrhea and there 
is no history of injury. 

Blood examination negative. Wassermann 
examination negative. Urine examination; 
albumen and granular casts. Functional test 
on kidneys 38 for two hours. Examination of 
the stools negative, fat not present. Blood 
pressure 110. 

Examination.—There is a symmetrical swell- 
ing in the median line extending to the left 
side. This mass arises from under the ribs 
and extends below the umbilicus. Palpation 
reveals a smooth tumor which fluctuates and is 
apparently cystic. Dullness is found on pressure 
with tympany above and below. The mass is 
not movable and does not move on respiration. 
Inflation of the stomach and colon shows some 
obliteration of the dullness, the distended colon 
being below and the stomach well under the 
ribs and to the right. Cystoscopic examination 
was negative. X-ray examination showed two 
normal kidneys with no indications of stone. 
Bismuth injection of the stomach and colon 
gives a shadow arising in the median line be- 
tween the stomach and colon. The stomach 
is displaced up under the ribs and to the right. 
The colon is distended and shows evidence of 
obstruction at the splenic flexure. Pelvic ex- 
amination shows a movable uterus and ap- 
pendages with a slightly lacerated cervix and 
perineum. The condition was diagnosed as a 
cystic tumor arising from the pancreas or 
spleen. 

The patient was operated upon July 26, 1915. 
A median incision revealed a large cystic mass 
about six inches in diameter. The stomach 
and pylorus were attached along the upper 
border. At the pylorus was a softened area 
suggesting imminent rupture. The tumor had 
its origin in the median line between the stom- 
ach and the colon and was entirely separate 
from the kidneys, spleen and liver. A diagnosis 
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of pancreatic cyst was made and a trochar pass- 
ed into the tumor and the fluid removed. Re- 
moval of the cyst was deemed inadvisable and 
after emptying its contents the cystic cavity 
was washed out with a 1 per cent. formalin 
solution. Drainage of the sac was secured by 
a surgical pack and a small rubber tube. The 
cyst wall was then sutured to the parietal 
peritoneum, and the abdomen closed. 

The patient left the hospital twenty-seven 
days after operation, a small sinus still per- 
sisting. A letter from the patient received one 
week ago states that the sinus is completely 
closed and that the patient is five and a half 
months pregnant. 

The case histories of these different varieties 
of cysts are striking in their similarity. The 
patient usually gives a negative history up to 
the time the tumor is palpable and until 
symptoms are caused from mechanical reasons. 
In pancreatic and omental cysts there is very 
commonly a history of injury to the abdomen 
a few days to several years previously. The 
case of omental cyst (Case 1) reported in this 
paper illustrates this point. The fact that 
these cases are practically symptomless for so 
long a period will account for the late operative 
interference. Reports of small pancreatic, hy- 
datid or omental cysts are not found in the 
literature except where the conditions were 
accidentally discovered in routine exploration. 
A slow symptomless growth is the rule in all 
of these cases, therefore, the history is of no 
great significance. Often a history of the pa- 
tient coming from a northern country, Russia 
or Iceland where the inhabitants are in close 
relationship with dogs, is of importance as in 
the hyadid cyst reported, (Case 2). 

After the cystic tumors have become of suf- 
ficient size to be palpable and visible, it is im- 
portant to ascertain where the mass first made 
its appearance. Hydatid cysts usually appear 
on the right side of the abdomen beneath the 
edge of the liver in contradistinction to pan- 
creatic cysts which appear as a rule in the 
medium line above the umbilicus. Ovarian 
cysts rise out of the pelvis in the median line, 
while kidney cysts arise from either flank, later 
extending across the median line toward the 
pelvic or liver margin. There is nothing con- 
stant in the place of appearance of an omental 
cyst. 

Pain likewise is not always present or con- 
stant. However, there is often present in kid- 
ney cysts a history of early pain resembling 
renal colic with a partial or complete disap- 
pearance of the tumor. Any of these conditions 
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when the cysts have reached large proportions 
may cause pain by pressure, the location de- 
pending upon the organs pressed upon. Rather 
severe pain is often met with in pancreatic cysts 
through pressure on the celiac plexus causing 
reflex pain in the back and under the left 
shoulder. This pain with the accompanying 
nausea and vomiting has led to the diagnosis 
of intestinal obstruction in a few cases. If a 
hydatid or ovarian cyst becomes infected, the 
resulting pain may aid diagnosis. Pain in an 
omental cyst is rare even after it has reached 
a considerable size. Nausea and vomiting are 
rare except in cases of pancreatic and hydatid 
cysts. Jaundice is a frequent symptom of a 
pancreatic cyst, is sometimes present in hydatid 
cysts, but is rare in hydronephrosis. 

The data of most diagnostic significance is 
derived from the examination of the abdomen 
and special examinations. 

It is not possible in the limits of this paper 
to even outline the methods of abdominal exam- 
ination. No part is so unimportant that it 
should be neglected, and the success of a cor- 
rect diagnosis will depend to a large degree 
upon the attention paid to complete and routine 
inspection, palpation and percussion of the 
abdomen. 

In conjunction with the history of the first 
appearance of the enlargement, the origin and 
general position may be determined by inspec- 
tion. By a careful study of the consistency, 
shape, size and general contour of the, tumor 
it usually is not difficult to determine whether 
the mass be solid or cystic. When this point 
is once settled the field of possibilities has been 
greatly reduced. In the case of hydatid cyst, 
the so-called “hydatid fremitus” obtained by 
tapping over the cystic mass is of diagnostic 
value. Unfortunately it is not constant and 
in the case reported, this condition was not 
found even though several attempts were made 
to ascertain its presence. 

The presence of ascites as an independent 
condition or an accompanying complication is of 
course important. A varying degree of ascites 
may be present in either kidney, hydatid or pan- 
creatic evst caused by obstruction to the portal 
circulation. The failure to recognize ascites 
has been the cause of many mistakes in the 
diagnosis of ovarian cyst. 

The determination of mobility is often help- 
ful. It is to be remembered that the relative 
mobility of a cyst depends upon the relative 
mobility of the organ from which it has its 
origin. Hydatid and kidney cysts show some 


mobility on respiration in contrast to the other 
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cystic conditions. It is to be borne in 
mind, however, that the formation of 
adhesions between a cyst and other organs, 
or the abdominal wall, renders valueless 
signs dependent upon mobility. No abdominal 
examination is complete without rectal palpa- 
tion. By making the simple digital examina- 
tion as a routine the surgeon will avoid many 
embarrassing errors in diagnosis. 

By means of a careful cystoscopic exam- 
ination and injection of the dilated pelvis 
or cysts of the kidney with thorium 
or collargol, followed by X-ray plates, 
a hydronephrotic kidney can be definitely diag- 
nosed. This is of great aid in the treatment 
of the evsts under consideration, for while most 
of these cysts can be treated through an ab- 
dominal incision it is much safer to deal with 
hydronephrosis by the extraperitoneal route. 
This is of great diagnostic value in kidney cysts 
etxending into the pelvis and so often mistaken 
for ovarian cysts. 

A thorough pelvic examination by an exper- 
ienced surgeon is usually sufficient to confirm 
or disprove the presence of an ovarian cyst with 
the possible exception of a kidney condition and 
in conjunction with the cystoscopic examination 
this latter can easily be ruled out. The other 
cystic conditions under consideration very sel- 
dom simulate an ovarian cyst on pelvic examina- 
tion. 

The relations of the tumor with the inflated 
stomach and colon are often of value in diag- 
An important general rule to be borne 
in mind is that abnormally movable viscera and 
tumors tend to be displaced in the direction 
whence they came, e. g. a movable kidney tends 
to resume its normal position, etc. 

In the case of pancreatic cysts not attached 
to the anterior wall the previous dull areas 
after inflation of the stomach and colon may be 
completely replaced by the tympany of the 
over-riding and distended viscera. When by 
inflation it can be demonstrated that a cystic 
mass arises between the stomach and colon, the 
diagnosis of pancreatic cyst is almost certain, 
since the majority of such cysts appear between 
these structures. It is to be remembered, how- 
ever, that cysts of this organ may appear above 
the stomach or below the transverse colon. On 
the other hand, in the case of hyatid cysts, we 
usually find the stomach and colon below and 
to the left of the tumor. 

In kidney cysts the distended colon lies over 
the tumor or to the inner side, while in omental 
cysts there appears a collar of distended colon 
about the mass. Ovarian cysts seldom have 
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intestine over them and the distended stomach 
lies above the cyst or under it. Large cysts of 
the spleen lie over the colon with the stomach 
above and to the right. 


The various laboratory tests have their place 
but may or may not be of diagnostic value. 
In hydatid cysts, as a rule, on differential blood 
count an eosinophilia along with a secondary 
anemia will be found present. In the other con- 
ditions there is nothing unusual. The presence 
of blood, albumin and casts may prove of great 
help in the diagnosis of hydronephrosis. It 
must be borne in mind, however, that these 
abnormal constituents may be absent entirely, 
and that albuminuria is not uncommon in 
hydatid and pancreatic cysts brought about by 
pressure on the kidneys or uterus. The presence 
of fat in the stools is important in the diagnosis 
of pancreatic cysts, but unfortunately this sign 
is absent in a large proportion of cases. 


The differential diagnosis of different intra- 
abdominal conditions has been greatly aided 
by the great advances in Roentgenology from 
which much more may be expected in the future. 
The greatest advance has been made in the 
diagnosis of kidney conditions, relatively few 
observations having been made as to radio- 
graphic pictures in the case of the other ab- 
dominal cysts. The X-ray, however, has its 
place and is useful in confirming the results of 
inflation of the stomach and colon. It has the 
advantage too of showing the displacement of 
the abdominal viscera. 


The diagnostic aspiration of these cys- 
tic tumors is distinctly contraindicated. It 
is in the highest degree dangerous to in- 
troduce an aspirating needle through the 
abdominal wall into a cystic abdominal] tu- 
mor not adherent to the parietal peritoneum 
for the purpose of determining its contents and 
character. Not only may intestines be punc- 
tured, but irritating and infectious material 
from the cyst itself may be distributed through- 
out the abdomen. In very few cases, except kid- 
ney and hyatid cysts, are such diagnostic punc- 
tures of any value. Aspiration should not be 
carried out unless followed immediately by 
laparotomy, and if laparotomy is to be per- 
formed the preliminary procedure is of little 
value. 


With our present methods of diagnosis of 
abdominal tumors, we can say that mistakes 
in the diagnosis of ovarian and hydronephrotic 
cysts should seldom be made,-but in the case 
of the other abdominal cysts especially where 
the tumor practically fills the abdomen the 
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diagnosis may be doubtful even after a most 
thorough study of the case. 

How then should these cases be handled? 
A most complete and routine examination of 
these conditions should be made taking par- 
ticular care to rule out cysts of the kidney 
and conditions other than cystic in nature. 
If a positive diagnosis of hydronephrosis 
is made, the extraperitoneal route is_ to 
be preferred. Since the treatment of the other 
eystic conditions is purely surgical and best 
carried out by an abdominal section, the sur- 
geon is justified in performing such an opera- 
tion, even though a positive diagnosis is not 
possible. 

DISCUSSION. 


Dr. Cyrenus G. Dariinc: There is one type of 
cyst that has merely been mentioned, but no speci- 
men has been presented, that is, a cyst of the spleen. 
I had the good fortune a number of years ago to 
have such a case in a girl 16 years of age where 
‘there was a cyst associated with the spleen which 
contained seven pints of fluid. There was no his- 
tory of injury in this case and it seemed to have 
developed shortly after an attack of measles, but 
whether there was any relation between the measles 
and the cyst of the spleen I am unable to say. The 
tumor filled the whole left side of the upper ab- 
domen to below the umbilicus and pressed upward 
against the diaphragm in such a way as to limit its 
motion. There were some adhesions which tended 
to hold it in place. The cyst had apparently de- 
veloped from the lower border of the spleen and 
was of the non-infectious type. I removed both 
spleen and cyst since it seemed impossible to remove 
the cyst alone without great danger of hemorrhage. 
It was the seventh case reported in this country at 
the time that I operated, although since that time 
there have been a few other reported cases. 

You will notice that in the omental and the pan- 
creatic cyst, and the one I have just mentioned, 
the fluid was apparently due to hemorrhage and that 
in all of these cases the origin was probably trau- 
matic. In the development of these cysts we have 
the tormation of a wall either from the layer of 
peritoneum outside of the organ itself or developing 
from the peritoneal covering of that organ; in the 
omental cysts from the peritoneal covering; in the 
cysts of the pancreas also probably developing from 
the peritoneal covering; and the cyst enlarges as the 
fluid increases. 

There may be some doubt as to the method of 
treatment in these cases. Two methods have 
been mentioned here, one of draining the cyst 
and the other of completely removing the cyst wall, 
and in the case of the spleen removing the organ 
from which the cyst arose together with the latter. 
If we knew what the relations of these cysts were 
to the deeper bloodvessels, perhaps all of them 
could be removed, but the danger of encountering 
severe hemorhage in a locality where it would be 
difficult to control makes it better in most of these 
cases to evacuate the contents and then treat the 
cyst in such a way that the fluids will not form 
again. In the case where the cyst was entirely 
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removed we started out to remove a portion of the 
wall and finding it separated easily we continued 
until it was entirely taken out. Many of these cases 
could probably be treated in the same way if we 
could always be sure that serious trouble would not 
be encountered. The echinococcus cyst is so close 
to the liver and the inflammation is so marked that 
the cyst is usually left behind and treated by injec- 
tions which destroy the material which otherwise 
would lead to a continuance of the condition. 

The diagnosis of the cyst of the spleen may be 
easily made, provided the spleen remains in its nor- 
mal position, but many times the cyst develops in 
a .aovable spleen situated low down in the abdomen. 
It is not always easy to make a diagnosis of cyst 
of the spleen even when the latter organ is known 
to be displaced; in fact a number of instances of 
mistakes in diagnosis have been reported. 


An ovarian cyst may sometimes present serious 
complications. I might mention a case which oc- 
curred some years ago where a patient entered the 
Surgical Clinic with the history of having been oper- 
ated upon in a Chicago hospital for tuberculous 
peritonitis. She was referred to the Hospital under 
the supposition that the abdominal cavity had re- 
filled from the same disease. There was also a 
large ventral hernia. I opened this abdomen and found 
a large amount of gelatinous-like fluid in the abdom- 
inal cavity. After removing as much of this as 
possible, I encountered a ruptured ovarian cyst. 
The resulting inflammation had formed such marked 
adhesions all around this cyst that I thought the 
safest way would be to stitch the opening of the cyst 
to the abdominal wall and wait until the inflamma- 
tion subsided. I did this and some two or three 
months later removed the ovarian growth. This pa- 
tient made a good recovery, went home and two 
years later returned with another cyst of the same 
nature which had formed on the other side. 

After these cysts rupture into the abdominal cav- 
ity the diagnosis is rather difficult before the ab- 
domen is opened although comparatively simple after 
the incision is made, the tumor palpated and some 
of the contents aspirated. The great danger in using 
the aspirator before incision to confirm the diag- 
nosis lies in the fact that fluids, like material from 
an echinococcus or pancreatic cyst may contaminate 
the peritoneum. We never are sure in examining 
cysts of the upper abdomen that one or the other 
of these cysts may not be present. 

Dr. JAMES G. VAN ZwaALUWENBURG: Dr. Hoyt 
has been kind enough to refer to the X-ray as a 
helpful method in diagnosis. I think he is rather 
overestimating the value of such examination be- 
cause in each one of the cases he has enumerated 
the X-ray diagnosis was of no more value than 
the clinical diagnosis. 

In the case of abdominal tumors, the amount of 
information which can be secured with the X-ray 
is only limited by the amount of time, pains and 
material you desire to spend on the patient. Ovarian 
cyst has been differentiated from ascites by the 
X-ray in our own clinic. The diagnosis of hydatid 
cysts by the X-ray has been reported in the literature 
several times. Pancreatic and omental cysts unless 
unusual conditions be present are characterized by 
the displacement of other organs. In kidney cysts 


it is diagnostic. A large hydronephrosis usually can- 
not be shown because it does not become: large 
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unless it is “a closed hydronephrosis” and then it 
is impossible to inject the kidney. In that case the 
tumor mass may be shown. It takes usually more 
than one observation and more than one method 
and very frequently we have to wait for the bowels 
to be clear between examinations before we can util- 
ize another method of examination. 

Dr. HArry M. MiALEJAN: In looking over some 
of the old records in the Surgical Clinic, I came 
across a case of a professor in the University who 
«was operated upon for echinococcus cyst of the liver. 
This gentleman had visited Italy for a year or two 
and contracted the disease over there. Hydatid 
cyst is very common in the Levant and Egypt and 
almost every country in the Mediterranean basin. 
It was mentioned that you find cases of hydatid 
cysts in the northern countries, Russia, Iceland, 
Labrador and Alaska. We all know that it comes 
from close association with dogs and for that 
reason we must always bear in mind hyatid cyst in 
people that come from those countries. 

Dr. Hoyt: I have just one more point to make 
about pancreatic cysts. There has been a line drawn 
between the true pancreatic cysts and_ the 
so-called pseudo-cysts. Although the latter appear 
between true pancreatic cysts and the = so- 
called pseudo-cysts. Although the latter appear 
the lesser cavity and usually follow an injury and 
are nothing more than very larye hematomata. 
They occur rather rapidly following an injury. In 
the case of the pancreatic cyst which was reported, 
the pathologic report came back “hematoma with 
no definite pathology to show its origin.” We might 
have been dealing with just such a condition in that 
case, 





SOME EXPERIMENTS IN LUNG SUR- 
GERY. 


ConraAD GrorG, Jr., M.D. 
Demonstrator of Surgery, University of Michigan. 

Although much experimental work has been 
done upon the surgery of*the lungs and some 
operations of this kind have been successfully 
performed upon man, it still continues to be a 
dangerous field for surgery and some facts may 
yet be discovered experimentally which will 
prove of practical value in performing these 
operations upon man. 

The experimental work which forms the basis 
of this paper was done by means of Meltzer’s 
insufflation apparatus in which the pressure 
was furnished at first by the operation of a pair 
of bellows and later by means of compressed 
air. 

The use of intratracheal insufflation to main- 
tain an adequate pressure of air while operating 
upon the thoracic organs has been known since 
the time of Vesalius who in 1560 discovered 
that he could prolong the life of an animal 
after opening its thorax to study the motions 
of the heart by blowing through a — intro- 
duced into the trachea. 
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Robert Hook on October 29, 1667 delivered 
an address before the Royal Philosophical So- 
ciety in which he showed that the respiratory 
movements were simply for the purpose of 
bringing about a supply of fresh air to the 
lungs. He experimented upon a dog, opened 
its chest and kept it alive by blowing air into 
its lungs by means of bellows, occasionally per- 
mitting the lungs to collapse and then dis- 
tending them. Upon ceasing the blast the dog 
would fall into dying convulsive fits but re- 
vived again upon inflating the lungs. 

During the latter part of the eighteenth cen- 
tury the bellows were generally used in England 
to resuscitate people who had been drowned 
and it was then known that there was danger 
of over distension of the lungs if the blast was 
made too vigorously. 

Desault in 1790 introduced a rubber cath- 
eter into the trachea in order to relieve dif- 
ficult breathing due to stricture of the larynx. 
In 182% Le Roy pointed out that if a very high 
pressure were maintained with the bellows it 
might result in emphysema and death. The 
use of an intralaryngeal tube for croup was 
described by Bouchut in 1857-58, and O’Dwyer 
of New York described his intubation apparatus 
for diphtheria in 1885. In 1887 Fell of Al- 
bany described his method of artificial respira- 
tion by means of a pair of bellows and a 
tracheotomy tube. Francois Frank brought out 
two forms of positive pressure apparatus in 
1896. In the same year Quenu and Longuet 
made a positive pressure apparatus and Tuffier 
advocated insufflation in operations upon the 
pleural cavity. This was tested experimentally 
upon animals and clinically in operations upon 
man in the hospitals of Paris. In Quenw’s ap- 
paratus the head was placed in a chamber which 
resembled a diver’s helmet. Compressed air 
and chloroform were used for the insufflation. 
In 1900 Matas employed the Fell-O’Dwyer 
method in intrathoracic surgery. 

In 1904 the attention of experimenters in 
intrathoracic surgery was somewhat diverted 
from the use of positive pressure by the re- 
searches of Sauerbruch of Germany. The lat- 
ter, following the advice of Mikulicz had done 
considerable experimentation with the object 
of overcoming the ill effects of pneumothorax 
during and after intrathoracic operations by 
the use of negative pressure. Woillez in 1875 
had already invented his “Spirophore” which 
made use of negative pressure. Sauerbruch en- 
larged the “spirophore” at first to the size of 
a smal] cabinet just large enough for operating 
upon dogs and later on into the form of a 
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cabinet large enough for operations upon man. 
As a result of much experimentation upon dogs 
Sauerbruch concluded that positive pressure 
produces numerous disturbances in the normal 
circulation in the lungs. Brauer (1904) and 
Seidel (1907), however, found that the changes 
were so slight as to be of no importance when 
only enough positive pressure is used to pre- 
vent pneumothorax. Cloetta (1910-1913) made 
some experiments with a special lung plethysmo- 
graph to determine the effects of positive and 
negative pressure upon the circulation in the 
lungs. He resected the chest wall and placed 
the Jungs in a glass plethysmograph and stop- 
ped the respiratory movements by the use of 
curare. In this manner he proved that if the 
lung is distended to the same degree exactly 
by positive and negative pressure, one-third less 
pressure is required with the negative than with 
the positive or if the same amount of pressure 
is used in each case the lung will be more dis- 
tended with negative pressure. Furthermore, 
he showed that with the same distension of 
the lungs, the aortic pressure falls more with 
positive pressure than negative and that the 
pressure in the pulmonary artery rises higher 
with positive pressure and there is an increased 
diastolic pressure in the right ventricle. A 
high degree of positive pressure results in com- 
pression of the lung capillaries. Experience 
has shown that a slight degree of positive pres- 
sure is not dangerous but high or long con- 
tinued pressure may result in serious reflex 
disturbances in the lungs and deleterious effects 
upon the circulation, depending upon the re- 
serve power of the right ventricle. 

All animal experiments seem to show that 
total extirpation of one lung has a higher mor- 
tality with positive pressure than negative, be- 
cause the pressure of air in the empty pleural 
cavity which cannot be entirely driven out pre- 
vents the collapse of the chest wall and change 
in position of the diaphragm, mediastinum and 
sound lung which is necessary for recovery. 
These facts have been well established by ex- 
perimental evidence. Block, Gluck and Schmid 
made researches of this kind in 1881. Biondi 
in 1884 obtained four recoveries in fifteen oper- 
ations. Mayer of Brussels reported two re- 
coveries in seventeen total pneumectomies on 
dogs. Janeway removed one entire lung in 
five dogs with recovery, using positive pressure. 
Sauerbruch and Haecker, using positive pres- 
sure, lost thirty-four dogs out of thirty-eight in 
their first series of experiments. The extirpa- 


tion was done through one intercostal incision. 
Eleven died of leakage from the bronchial 
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stump, five from primary infection at the time 
of operation and eighteen from the pressure 
resulting from pleural exudate. In the second 
series of twelve dogs, eight died. 

Robinson in 1908 reported a series of thirty 
thoracic operations on dogs by means of his 
positive pressure apparatus. In this series there 
were nine deaths and twenty-one recoveries. 
There were nine simple pleurotomies with two, 
deaths and seven recoveries. One experiment was 
merely the application of the positive pressure 
without opening the thorax to demonstrate 
whether the method of anesthesia was dangerous 
in itself and this ended in recovery. There 
were nineteen excisions of the lung with seven 
deaths and twelve recoveries. Another experi- 
ment consisted in clamping and releasing the 
lower lobe of the lung and ended in recovery. 

Willy Meyer under a combination of positive 
and negative pressure performed twenty-one 
total excisions of the lung with seventeen re- 
coveries. Removal of one or more lobes was 
done six times with five recoveries. In a series 
of twenty-four cases there were twenty-two re- 
coveries. At one time twelve dogs were operat- 
ed upon without a single death. Giertz oper- 
ating with positive and negative pressure, used 
a flap of the fascia lata for covering the wound 
in the lung after resection and had eight recov- 
eries out of ten operations upon large dogs. 
In rabbits there were no deaths. Robinson and 
Sauerbruch in 1910 found they got better re- 
sults by resecting four ribs when a complete 
extirpation of one lung is done than if the 
operation is done through an intercostal space. 
The collapse of the chest wall thus obtained 
helps to close off the space left in the chest 
cavity thus tending to prevent pneumothorax 
hut if a larger resection is done the animal may 
die because the operated chest wall offers no 
resistance to pressure within the sound lung, 
as a result of which the thin mediastinum is apt 
to rupture, resulting in a double pneumothorax 

Schlesinger in 1911, using Meltzer’s ap- 
paratus, did seventeen total pneumectomies with 
five recoveries. He generally found air in the 
pleural cavity postmortem in the operated side 
and sometimes in the unoperated side. Kawa- 
mura (1914) has successfully removed the en- 
tire left lung of dogs and in a few instances a 
part of the right lung also at a second operation. 
This was done by means of Shoemaker’s positive 
pressure apparatus. 

So far there have been sixteen cases of pneu- 
mectomy in man with eight deaths. Helferich, 
1898, removed the middle and lower lobes of 
the right. lung in man for sarcoma of the chest 
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wall. Heidenhein in 1901 removed the left 
lower lobe of the lung for bronchiectasis and 
this was followed by a fistula. Stretton in 1906 
successfully resected the upper lobe of the right 
lung for tuberculosis. Robinson in 1912  re- 
moved the lower lobe of the left lung for 
bronchiectasis. Kiimmell in 1911 removed the 
entire right lung from a man, 48 years old, for 
carcinoma. ‘This patient died on the sixth day 
from edema of the lungs and tracheal rattling. 
Postmortem showed necrosis of the lung stump 
on account of the fact that the bronchi and 
vessels of the lung were clamped with forceps. 

Resection of the lung is a very dangerous 
operation both on dogs and on the human being 
on account of the danger of pneumothorax and 
of the difficulty of making a hermetic closure 
of the bronchus and lung. Infection may also 
take place from the outside if the wound gapes 
open or drainage is used. Another source of in- 
fection of the lungs and bronchi may result 
from the presence of germs in the nose and 
throat which are driven inward by the insuf- 
flation apparatus. This is particularly true of 
dogs which are affected with distemper as may 
be seen from my experiments. Distemper is a 
nasopharyngeal catarrh occurring in dogs and 
caused, as Ferry proved, by the bacillus, bronchi- 
septicus. The disease is accompanied by re- 
spiratory, abdominal and nervous symptoms 
and often results in death. It is the common 
presence of this infection in dogs together with 
their necessary confinement in _ laboratories, 
when accustomed to an out-door life, which 
lowers their resistance to surgical operations 
and makes the results of experimental surgery 
much less favorable than the same operations 
upon man. 

The statistics of experiments in lung surgery 
with positive and negative pressure show much 
better results with the latter because it pro- 
duces conditions closely resembling the phys- 
iological. Robinson and Sauerbruch in 1909 
concluded that the space left behind after doing 
intrathoracic operations under negative pres- 
sure diminishes rapidly but that this is not the 
case in such operations done under positive 
pressure as most of the dogs died from the 
formation of an exudate. I found similar re- 
sults in my experiments. Kawamura, however, 
found no exudate after his operations although 
be used Shoemaker’s positive pressure ap- 
paratus. The great difficulty in these operations 
is to prevent pneumothorax and infection, both 
from the interior of the lung and the outside, 
without causing any damage to the histologic 
structure and circulation in the lungs. 
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Dogs are especially unfavorable subjects for 
these operations on account of the shock which 
results from exposure and loss of body tem- 
perature, their inability to stand pneumothorax 
well and their low resistance to infection in the 
pleural cavity. They bear peritoneal infection 
very much better as can be seen from the numer- 
ous successful abdominal operations that have 
been performed upon them. The pleuritic ex- 
udate which generally forms after these opera- 
tions acts unfavorably because the normal cir- 
culation is important for the elimination of 
germs from the pleural cavity as was proved 
by N6tzel’s experiments. This fluid is absorbed 
very much more slowly by the inflamed than 
by healthy pleura. Grober in 1901 thought that 
this slow absorption was due to the fact that 
the stomata are closed by fibrin and that the 
endothelium is damaged by the inflammation. 
The same is true of the absorption of air in 
pneumothorax. Dorpat in 1893 showed that 
78 cubic centimeters of air was absorbed in 
twenty-four hours by a dog weighing 11.7 kilo- 
grams, but that it took four days to absorb 35 
cubic centimeters of air when the pleura is in- 
flamed. : 

The exudate which forms after a thoracotomy 
causes compression of the lung which has a 
bad effect upon its circulation and function. 
Secondary infection of the compressed lung may 
result in the formation of areas of pneumonia 
as may be seen from my experiments. Drainage 
is apt to be allowed by pneumothorax and 
secondary infection of the pleura. In experi- 
ment VI where the entire left lung was re- 
moved, the entire pleural cavity on that 
side was filled with a thick fibrinous coagulated 
exudate. This was nature’s effort to overcome 
the bad effects of pneumothorax. Tiegel in- 
vented a drain which allows fluids to escape, 
but prevents the entrance of air or fluid into 
the pleural cavity. In the case of wounds of 
the lung in man, pneumothorax can be prevente'l 
by the use of Tiegel’s drain and emphysema 
may be treated by aspiration according to Bier’s 
method. 

The peculiar anatomy of the dog’s thorax 
gives it very little resistance to pneumothorax. 
In this respect it differs from the rabbit very 
much. The thorax in man offers considerable 
resistance to pneumothorax as in only about 
5 per cent. of intrathoracic operations does it 
become necessary to use any apparatus to pre- 
vent pneumothorax. Surgeons have known this 
in the past because numerous operations have 
been done for empyema and lung abscess with- 
out the use of any differential pressure ap- 
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paratus. In chronic cases of empyema, owing 
to the formation of firm adhesions between the 
lung and parietal pleura and because of the 
fixed position of the mediastinum it is possible 
‘to resect portions of all the ribs of one side 
without danger to life. Children can usually 
stand extensive resections of the chest wall and 
lung because their relatively soft chest wall can 
readily contract and the diaphragm lies high 
so that the space which is left behind soon be- 
comes closed off.. Conditions in the rabbit are 
similar. 

In the dog these conditions are entirely dif- 


ferent as the animal will die in a few minutes . 


if a wide opening is made in the chest without 
the use of differential pressure. In this animal 
the mediastinum is a wide, very delicate and 
transparent membrane and there is a med- 
-jastinal band extending from the neck to the 
diaphragm. 
resist any marked changes of pressure within 
the thorax without injury to the heart and pul- 
monary circulation. The thickness and rigidity 
of the mediastinum in rabbits enables them to 
stand pneumothorax for a long time. Although 
the operated lung and heart follow the med- 
iastinum into the normal side of the thorax 
during inspiration, still the mediastinum gets 
into its normal position during expiration. In 
the case of the dog the mediastinum is so loose 
and delicate that it flutters up into the wound 
and often becomes perforated thus allowing air 
to get into the sound half of the thorax result- 
ing in double pneumothorax. In consequence 
of this the pressure of the external air in the 
opened side of the thorax exercises dangerous 
compression upon the normal lung which is un- 
able to drive the air out entirely even with the 
help of the diaphragm and the accessory mus- 
cles of respiration. Le Play and Mantoux 
showed that by induced pneumothorax they 
could render all but one-sixth of a dog’s lungs 
atelectatic without causing death. 


INTRATRACHEAL INSUFFLATION. 


In 1910 Meltzer introduced his method of 
. intratracheal insufflation for the purpose of 
maintaining a positive pressure within the 
lungs in order to prevent pneumothorax during 
intrathoracic operations. The technic of this 
method was established by a long series of ex- 
periments upon dogs. A soft rubber catheter 
is introduced through the larynx into the tra- 
chea after the patient has been thoroughly anes- 
thetized. ‘The lower jaw is propped widely 
open and the tongue is drawn forward until the 
epiglottis is recognized. The latter is then 


On this account it is unable to’ 
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drawn forward with a long pair of curved for- 
ceps and the catheter passed along the fore- 
finger until it enters into the larynx. The 
catheter should be provided with a terminal 
opening instead of a lateral one.’ After the 
catheter is introduced as far as it will go it is 
deeply in the right bronchus and it should be 
slightly withdrawn (about 5 to 6 centimeters) 
and secured in position so that it will not slip 
out of place. It should be determined whether 
the catheter is in the trachea or esophagus, as 
acute dilatation of the stomach will result if it 
is in the latter. This will prove fatal unless 
the air is removed from the stomach by dis- 
connecting the catheter with the apparatus and 
making pressure over the stomach until the 
distension is relieved. 


After the catheter is attached to the insuf- 
flation apparatus, ether mixed with air is blown 
into the lungs either by pressure upon a pair 
of bellows or by a connection with a compressed 
air apparatus. This apparatus is connected 
with a mercury safety valve which is set at 30 
millimeters so that if the pressure in the ap- 
paratus exceeds that point the excess of air 
will bubble off through the mercury. The aver- 
age pressure which should be maintained for 
intrathoracic operations upon dogs is 18 to 25 
millimeters. The pressure in operations upon 
man may be raised to 35 to 40 millimeters. 
Meltzer considers it safe at any point below 50 
to 60 millimeters. There is also a valve attach- 
ed to the apparatus for the purpose of releasing 
the pressure in the lungs about six times a min- 
ute for a period of two seconds at a time to 
prevent shock and damage to the lungs. This 
also relieves the obstruction to the flow of ven- 
ous blood to the right auricle from the great 
veins of the chest and abdomen. The size.of 
the French catheter varies from 18 to 24 or 
with a diameter of 8 millimeters and a lumen 
of 4 millimeters according to the size of the 
animal. 


This method of anesthesia will not be ac- 
companied by asphyxia if the catheter is of the 
proper size and the blood is well aerated. My 
experiments show that it does cause some dam- 
age to the alveoli of the lung. Severe shock and 
reflex disturbances are likely to follow this meth- 
od of anesthesia if the pressure within the lung 
is maintained at a point higher than 25 to 30 
millimeters. 


Sauerbruch proved by animal experimenta- 
tion that the breathing capacity can be reduced 
to one-tenth of normal without endangering the 
Spontaneous 


oxygen content of the blood. 
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breathing should take place at all times during 
the anesthesia. 

Seidel showed that there is a fall in blood 
pressure upon interrupting the pressure in the 
lungs. This fall in blood pressure was equal- 
ized so that it returned to normal before the 
cessation of the interruption. The pulse curve 
also showed some irregularity. 

Robinson reported in 1913 that intratracheal 
anesthesia had been used in 1402 cases with 
seven deaths. It is very useful in operations 
about the mouth, nose and throat as well as 
those within the chest, because blood and mu- 
cus cannot enter the glottis. 

A series of pneumectomies were performed 
upon dogs at the Surgical Laboratory of the 
University of Michigan, using Meltzer’s ap- 
paratus for intratracheal insufflation in order 
to determine whether there are any serious 
dangers connected with this method of anes- 
thesia. The technic which was used in these 
operations was as follows: The field of operation 
was shaved on the day before the time set for 
operation. The dogs were given nothing to 
eat for twenty-four hours previous to the oper- 
ation. A hypodermic of morphin gr. 14 and 
atropin gr. 1/150 was given one-half an hour 
before the beginning of the anesthesia. This 
dose was doubled in the case of the large sized 
dogs. After placing the animal upon the table 
the field of operation was scrubbed with a sterile 
brush and soap followed by sterile water, acetic 
acid and alcohol then sterile water again follow- 
ed by a solution of bichloride of mercury 1-1000. 

After the animal was completely anesthetized 
the catheter was introduced through the larynx 
into the trachea until it met an obstruction, 
then it was withdrawn about five centimeters 
and attached to the insufflation apparatus. The 
same aseptic technic was followed in these oper- 
ations as is customary in any major operation 
upon man in a modern hospital. Following is a 
description of these operations. 

Experiment I—April 14, 1913. 

Excision of a portion of right lung. 

Result: Recovery. 

Catheter introduced .through larynx into 
trachea by Dr. Lilly after the dog was anes- 
thetized with ether by the open method by Miss 
Davis. We were not able to maintain a con- 
tinuous pressure of 25 millimeters of mercury 
as recorded in the manometer connected with 
the apparatus. A leaky valve was found and 
repaired but still the pressure was not well 
maintained by means of the foot bellows which 
were used for producing the pressure. The 
catheter was evidently too small for the size 
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of the trachea. The mouth was packed with 
cotton in consequence of which the pressure 
was better maintained during the remainder 
of the operation. A portion of one rib was re- 
sected and the lower lobe of the right lung 
brought into the field of operation. The lung 
was held in position with a large pair of intes- 
tinal clamps, the ends of which were covered 
with rubber tubing. The wound in the lung 
was sutured with black silk upon a round needle, 
care being used to cover all the raw surface with 
the serous coat or visceral pleura. A rubber 
drainage tube was inserted and sutured to the 
pleura, intercostal tissues and skin with linen 
thread. A rubber dam was placed over the 
tube and its edges sutured to the skin in such 
a manner that fluid could escape from the 
pleural cavity without air entering, thus pre- 
venting post-operative pneumothorax. A dress- 
ing of gauze and laparotomy pads was held in 
position by means of a many tailed bandage. 
There was some dyspnea following operation 
but it was not severe. 

April 15, 1913—Dog breathing quite easily, 
respirations not greatly increased in frequency. 
The dressings were found saturated with serous 
fluid, the wound was cleansed with a 1-1000 
bichloride solution and sterile dressings applied. 

April 17, 1913—Rubber dam has disappeared. 
Infection and suppuration of the entire wound 
with separation of the edges of the skin. Fresh 
dressings applied. Dog is in a good condition 
and is able to walk around and drink water. 

May 7, 1913—Dog doing well, fistula nearly 
closed, some shortness of breath on affected side. 

June 2, 1913.—Fistula entirely healed and 
the dog fully recovered from the operation. The 
dog was killed with cholorform at this time 
because he developed a lumpy jaw infection. 

In this case we have the rare good fortune 
to have a recovery after a pneumectomy despite 
the fact that an empyema developed. Adequate 
tube drainage prevented the empyema from 
becoming fatal. 

Case II. Operation, May 29, 1913. 

Excision of one lobe of right lung. 

Result: Death from empyema in five days. 

Catheter introduced by Dr. Lilly. A portion 
of one rib was resected and the lower lobe of 
the right lung removed. At one time the dog 
came near dying, marked cyanosis of the lung 
tissues was noticed and the pressure went down 
to ten millimeters. It was due to a wrong 
position of a stop cock which did not allow 
enough air to pass through. This was fixed 
and the pressure maintained at 25 millimeters 
afterwards. Tube drainage covered with 
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a rubber dam, as previously described for 
Operation I, was used. Dressings and bandage 
applied. This dog died of empyema at the 
end of five days. 


Case III. Operation. Excision of lower 
lobe of left lung. 
Result: Death in two days. 


Object: To attempt the operation without 
the use of tube drainage. December 16, 1913. 
Miss Davis gave anesthetic. Catheter intro- 
duced into the larynx and connected with the 
Meltzer apparatus. The left side of the chest 
was opened by means of Kocher’s incision. 
Twenty millimeters of pressure was maintained 
as recorded in the apparatus. One rib resected. 
The mediastinum bulged into the wound, being 
driven over by the pressure in the right lung. 
It was packed off with gauze. A portion of the 
lung was removed using intestinal clamps cov- 
ered with rubber to hold the lung in position. 
The bronchi were tied off with black silk. The 
opening in the lung was carefully sutured with 
. black silk. Wound of the thoracic wall closed 
off in layers. The dog suffered severe dyspnea 
when he recovered from the anesthesia. T'wo 
days later or on December 18, 1913 the dog 
died. Autopsy showed the pleural cavity about 
one-half filled with serous fluid. There were 
numerous soft adhesions between the operated 
lung and the parietal pleura. Stitches in lung 
found in position, none of them having torn 
through. Intense congestion of operated lung. 
Death was probably due to pressure upon the 
heart and lung by the pleuritic fluid. 


Cast IV. Operation. Resection of lower 
lobe of left lung. 
Result: Death from empyema one month 


after operation. 

Anesthetic given by Miss Davis. March 12, 
1914, 8 p. m. Operation performed under in- 
tratracheal insufflation. It was difficult to bring 
the pressure up to 25 millimeters on account of 
leakage of ether vapor around the corks of the 
Wolf bottle. The corks were fastened down 
more securely with wire and surrounded with 
paraffin which enabled us to continue the 
operation. The left side of the chest was open- 
ed by a Kocher incision, with resection of one 
rib. The inflation of the lungs seemed to be 
fairly good and they retained their normal pink 
color throughout the operation. A large por- 
tion of the lower lobe of the left lung was 
removed. There was considerable hemorrhage 
from the cut surface of the lung which was 
controlled by ligation of the vessels with black 
silk. The cut surface of the lung was cauterized 
with the actual cautery upon the suggestion of 
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Dr. de Nancréde. The raw surface of the 
wound in the lung was covered up by suturing 
the serous coat and lung tissue over it. A rub- 
ber drainage tube was inserted and stitched to 
the intercostal muscles. ‘A piece of rubber dam 
was placed over the tube and its edges stitched 
to the surrounding skin. Dressings of gauze, 
pads and Scultetus bandage. The dog breathed 
quietly after recovery from the anesthesia. 

March 16, 1914.—Respirations 30; dog ap- 
parently doing well but does not move around 
much. Very little discharge upon the dressings 
at present. 

March 17.—-Dressings soaked with fluid and 
pus. Tube still in position. Fresh dressings 
applied. 

March 24.—Some hemorrhage from wound, 
tube removed. 

April 11.—Dog died, it had been losing flesh 
and strength for some time. Death was due 
to empyema. 

Case V. Operation: Resection of lower lobe 
of the left lung. 

Result: Death in three days from _post- 
operative pneumothorax. 

March 17, 1914, 8 p. m.—The tube was in- 
troduced into the esophagus instead of into the 
larynx by mistake. The stomach became dis- 
tended with air at once. The tube was dis- 
connected from the apparatus and compression 
made over the stomach to expel the air. The 
tube was then removed from the esophagus and 
introduced into the larynx and again connected 
with the insufflation apparatus. An incision 
was then made over the left side of the chest 
and a portion of three ribs resected. The lung 
was well distended, reaching the thoracic wall 
and had a good pink color. The lower lobe of 
the left lung was removed. The wounded ves- 
sels and bronchi were tied off and the general 
oozing stopped by the appplication of the actual 
cautery. Tube drainage was employed and a 
piece of rubber dam placed over it and its edges 
sutured to the skin. Sterilized dressings and 
Scultetus bandage applied. After the removal 
of the catheter, the dog made considerable noise 
during respiration with marked dyspnea, re- 
spirations, 20. 

March 20.—Dog died probably from the dis- 
tension of the stomach during the time of oper- 
ation and pneumothorax. 

Case VI. Operation: Removal of the entire 
left lung. 


Result: Death in six days from postoper- 


ative pneumothorax. 
March 24, 1914, 8 p. m.—Dog operated under 
intratracheal insufflation, anesthetic given by 








MarcH, 1916 


Miss Davis. Torek’s incision along the seventh 
intercostal space was used. From the posterior 
end of the seventh intercostal space the incision 
was carried upward to the third intercostal space 
and four ribs were resected subperiosteally near 
the spine. The phrenic nerves could be easily 
recognized and when the lung was retracted 
upward one could see the esophagus under the 
arch of the aorta and the vagus nerve with its 
branches. The pulmonary ligament was divid- 
ed. The pulmonary artery and veins were 
ligated. The main bronchus was ligated and 
the end sutured over so as to invaginate the 
mucous coat. Tube drainage was used and a 
rubber dam placed over it and its edges sutured 
to the surrounding skin. 

March 26.—Dog jumped out of a box about 
four feet high and shows some dyspnea. 

March 27.—Severe dyspnea, abdominal type 
of respiration marked, rate, 25. The dressings 


were all saturated with a bloody purulent fluid. 


Fresh dressings were applied. 

March 29.—Marked dyspnea, respirations 25, 
dog is very weak and cannot stand up. There 
has been a free discharge of fluid from the 
wound. 

March 30.—Dog died. Postmortem showed a 
thick fibrinous, coagulated exudate which filled 
the whole pleural cavity and blocked the drain- 
age tube. The right lung floats in water. Death 
was due to pneumothorax and infection from 
the bronchus. 

Casr VII. Operation: Resection of portion 
of left lung, result, death on operating table 
from paralysis of the glottis. 

April 8, 1914, 8 p. m.—It was found impos- 
sible to introduce a semi-elastic English catheter 
into the larynx after the dog was anesthetized. 
A No. 21 soft catheter was then introduced. 
Incision in seventh intercostal space and a por- 
tion of two ribs resected subperiosteally. A 
portion of the lung was removed and the wound 
cauterized. Wound closed without drainage. 
As soon as: the catheter was removed the dog 
stopped breathing. The tube was again intro- 
duced but the dog breathed only at long inter- 
vals and finally died apparently from paralysis 
of the glottis. 

Case VIII. Operation. 
tion of the left lung. 

Result.: Death in two days from pneumo- 
thorax and empyema. 

April 21, 1914.—Ether administered by Miss 
Davis. Under complete anesthesia a number 
21 French catheter was introduced into the 
larynx and trachea without difficulty. Pressure 
kept at 15 to 22 millimeters but a good deal of 
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the time it was.only 8 millimeters on account 
of the difficulty of maintaining pressure with 
the bellows. Interruptions in the pressure were 
made every fifteen seconds for two seconds at 
a time. 

An incision was made in the sixth left in- 
tercostal space, axillary line, and extended to 
the posterior scapular line. The blood was 
very dark in color, showing that there was in- 
sufficient aeration of the blood in lungs because 
of the low pressure of air in the apparatus. A 
portion of one rib was resected subperiosteally. 
The pleural cavity was opened, the edges of the 
wound retracted and the lower lobe of the left 
lung grasped with forceps protected with rubber 
and the greater portion of this lobe removed. 
The bronchi and important bloodvessels of the 
lung were ligated with silk. The edges of the 
wound were sutured with mattress stitches of 
silk. One stitch was passed through the lung 
and the chest wall to be tied on the outside so 
as to hold the lung up against the chest wall. 
A rubber drainage tube was introduced to a 
point just inside of the pleural cavity in the 
most dependent part of the wound. A rubber 
dam was sutured over it after ‘the wound was 
closed in the manner which has been previously 
described. Dressings and bandage applied. 

April 22.—Dog stands on his feet but the 
respirations are very rapid and shallow, rate 80. 

April 23.—Dog died at 9 a. m. Postmortem 


examination showed that the dressings were 


soaked with pus and fluid. There was a wide 
spread emphysema upon the left side of the 
chest and all through the thoracic cavity. There 
was a very thick purulent fibrinous exudate 
covering the mediastinum, pericardium and 
diaphragm. There were numerous adhesions 
between this exudate and the pleura and lung. 
The heart contained current-jelly clots. The 
suture attaching the lung to the chest wall had 
torn out. Numerous round worms were found 
in the lumen of the stomach and intestines. 

Bacteriologic examination of the exudate 
shows a staphylococcus infection. Pathologic 
examination of the lung tissues by Dr. Warthin 
shows a purulent fibrinous exudate covering the 
pleura and involving the greater portion of 
the lung, also hemorrhage into the alveoli and 
interstitial emphysema. Death in this case was 
undoubtedly due to pneumothorax, the result of 
inadequate pressure in the lungs during the 
time of operation. The catheter was evidently 
too small for the size of the animal. 

CasE IX. Operation: Resection of one lobe 
of left lung. 


Result: Death in two days. 
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May 19, 1914, 8 p. m.—Miss Davis gave 
anesthetic. The same aseptic precautions as in 
any hospital surgical operation. Towel clamps 
applied. End of intratracheal catheter cut off 
so that it had a terminal instead of a lateral 
opening. Incision in seventh intercostal space. 
The distension of the lung was good, ribs re- 
tracted with mouth gag, lung grasped with 
rubber protected clamps and one lobe removed. 
The bronchi were ligated, cautery applied to 
wound and the lung carefully sutured. A drain- 
age tube was introduced about two inches from 
the spine and only to edge of pleura. The air 
around the operated lung was aspirated with 
a small air pump and a rubber dam was applied 
over the tube and sutured into position. Asep- 
tic dressings applied. 

May 20.—Dog jumped out of box, dyspnea 
present. 

May 21.—Dog died. Edema of all the tissues 
and fluid found in both pleural cavities. Tube 
was blocked with fibrin. 

“Postmortem examination shows acute em- 
physema, rupture of the alveolar walls, conges- 
tion and edema. The large tear appears to be 
postmortem,” Warthin. I had inserted the 
catheter into the trachea and insufflated with 
the bellows to see how much pressure the lungs 
would stand without rupturing. No rupture 
was noticed on the surface of the lung. A 
moderate distension, therefore, is all the lungs 
will ‘stand during insufflation without the lungs 
being so badly damaged internally that the pa- 
tient cannot recover. 

Cast X. Operation: Resection of one lobe 
of left lung. 

Result: Death on the table from too low a 
pressure. 

May 27, 1914, 8 p. m—Miss Davis gave 
anesthetic. Number 18 French catheter intro- 
duced into the trachea. The fourth, fifth, sixth 
and seventh ribs were resected subperiosteally. 
The lungs were very dark in color from cyanosis. 
There was great difficulty in breathing. The 
distension of the lungs was not sufficient to 
maintain an adequate aeration of blood to sus- 
tain life. Portion of lung removed, bronchi 
and pulmonary vessels ligated. Lung sutured 
with interrupted mattress stitches. As soon as 
the catheter was removed the dog stopped 
breathing and died. Postmortem showed a 
marked congestion of the lungs, the color being 
very dark. The mediastinum had a small rup- 
ture. According to Dr. Warthin, the micro- 
scopic examination of the lungs showed “Intense 
congestion and hemorrhage with rupture of 
bronchioles and alveoli in many places. Alveolar 
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structure completely lost in solid mass of blood 
in some areas.” Death was undoubtedly due to 
incomplete insufflation of the lungs with con- 
sequent complete pneumothorax. 

In the following experiments the pressure was 
maintained by means of compressed air which 
was installed into the laboratory. This gives 
a more constant pressure than the bellows and 
hence is more satisfactory for intratracheal in- 
suffiation anesthesia. 

Case XI. Operation: Resection of one lobe 
of left lung. 

Result: Death in one week from over in- 
sufflation and empyema. 

October 16, 1914, 8:30 p. m—White bull 
dog weighs 3214 pounds or 145% kilos. Intra- 
tracheal insufflation with compressed air and 
ether. All possible aseptic precautions used in 
operation. Safety valve set at 30 millimeters. 
Resection of one rib subperiosteally. Drains 
of Japanese silk containing cotton used to pro- 
tect the lung from the edges of the resected 
rib. Portion of the lower lobe of left lung 
excised. Bronchi and vessels ligated and cut 
surface of lung treated with the actual cantery. 
Careful closure of wound of lung with mattress 
stitches of silk. Tiegel drain placed in 
wound so as to prevent postoperative pneumo- 
thorax. Air pressure maintained for twenty 
minutes after the wound was closed. Dressings 
and bandage. 

October 18.—Dog stands up and drinks wa- 
ter, no dyspnea. 

October 19.—Dressings changed, some pus 
discharged with bloody fluid. Respirations 34. 
October 20.—Dressings soaked with pus. 

October 21.—Tube removed, respirations 
jerky 40. Dog seems quite sick, but drinks wa- 
ter and stands up in his cage. 

October 22.-—Large amount of pus discharged 
from wound. Jerky respiration, dog has lost 
considerable flesh, rapid thready pulse. 

October 23.—Dog died. Postmortem; right 
pleural cavity shows hemorrhagic exudate and 
infiltration of lung. Latter floats in water. Left 
lung shows purulent infiltration, stitches have 
cut through. It sinks in water. Adhesions 
between lung and chest wall and between the 
lung and diaphragm. The pathologic report 


from Dr. Warthin is as follows: “Kidney, 
slight cloudy, swelling, marked congestion; 
liver cloudy swelling, congestion. Stomach, 


congestion. Operated lung, multiple abscesses, 
generalized purulent pneumonia, atelectasis, or- 
ganizing fibrinous pleuritis. Other lung, intense 
passive congestion, large hemorrhagic areas 


with tearing of walls, edema. Both hemorrhage 
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per rhexin and per diapedesis.” It looks as 
though the catheter used in this case was too 
large and the pressure consequently obtained 
in the lungs was so great as to damage the 
alveolar structure of the lungs to such an ex- 
tent that recovery was impossible. 

In the following experiments the thoracic 
cavity was closed without drainage to lessen 
the danger of infection in the pleural cavity 
from the outside. A strip of the fascia lata was 
taken from the thigh under aseptic precautions 
and sutured over the wound in the lung in each 
case. 


CasE XII. Operation: 
without drainage. 

Result: Death in two days from probably too 
much pressure in the insufflation apparatus. 


November 4, 1914, 8 p. m.—Black dog weigh- 
ing 15 kilograms or 53 pounds. Operation 
under intratracheal insufflation. Respirations 
were quite shallow. One rib resected subper- 
iosteally and lung resected. Bronchioles and 
vessels ligated, lung wound sutured with linen 
thread. A strip of fascia lata was sutured over 
the wound in the lung. Dog stopped breathing 
while the wound was being closed and it was 
found that the pressure was too high at 30 
millimeters and so it was reduced to 15 to 20 
millimeters. The wound was closed without 
drainage. Respirations were 40 and pulse 132 
when the catheter was removed. 

November 6.—Respirations 40. Dog stands 
up and drinks water. Examination of urine 
shows no albumin or sugar. 


November 7.—Dog died. Fluid in left pleural 
cavity, none in right. The right lung has not 
as many hemorrhagic areas as the one in the 
last experiment. Pathologic report from Dr. 
Warthin. “Right lung; very early stage of 
bronchial pneumonia, areas of gangrene, edema, 
area of hemorrhage, acute emphysema. Liver, 
congestion. Spleen, marked hemosiderosis, 
marked blood destruction somewhere in body. 
Acute passive congestion. Operated lung; early 
stage of purulent pleuritis. Bronchial pneu- 
monia. Acute edema. Intense congestion. 
Hemorrhage. Kidney; acute passive conges- 
tion, slight cloudy swelling.” 

The hemorrhages and \emphysema in the 
lungs were undoubtedly due to an excessive 
pressure in the insufflation apparatus. The 


Resection of lung 


bronchial pneumonia and marked blood de- 
struction in the body may have been due to 
infection from the distemper germ which was 
carried into the lungs by the insufflation. 
Case XIII. Operation: 


Resection of lung, 
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Result: Death in three days from infection 
with the distemper germ. 


Operation November 11, 1914, 8 p. m. 
by Drs. Hayes and Cattermole. Dog 
weighs 40 pounds or 18.2 kilos. Intra- 


tracheal insufflation anesthesia. Pressure kept 
at 25 millimeters. Wound closed without 
drainage. Respirations 35 when the operation 
was completed. 

November 13, 8 a. m.—Respirations 22, but 
grunty, pulse irregular, about 100. Bowels 
moved, urine normal. Dog looks very sick. 

November 14.—Dog died; very little fluid 
found in either pleural cavity. Suture line in 
lung intact and covered with a layer of coagu- 
lated exudate. 

Pathologic report from Dr. Warthin. “Oper- 
ated lung. Fibrinopurulent pleuritis. Purulent 
pneumonia, multiple abscesses. Intense conges- 
tion.” 


Resection of one 


CasE XIV. Operation: 
lobe of left lung. 
Recovery. 


Result : 























Case XIV. Taken six months after operation. 


December 29, 1914, 8 p. m—Dog weighs 19.8 
kilograms or 44 pounds. A number 24 French 
soft rubber catheter was used for intubating 
the larynx and trachea, and the pressure kept 
at 25 to 30 millimeters. 
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Operation performed by Drs. Hayes and Cat- 
termole under strict aseptic precautions. A 
strip of the fascia lata was used to cover up 
the wound in the lung. 

December 30.—Dog stands up in cage, re- 
spirations 40, pulse rapid. Bowels have moved. 

December 31.—Respirations 40, pulse 120- 
130; temperature 102.8 per rectum. Normal 
resonance on percussion over the entire lung. 

January 1. 191,5.—Respirations 40, pulse 130, 
temperature 102. Tympanitic resonance over 
entire left chest with crackling of subcutaneous 




















Case XIV. Excision of upper 
(A) Stump of excised 
lower lobe. (C) 


lobe of left 
lobe. (B) Left 
Right lower lobe. 


lung. 


tissues upon palpation. 
right. lung. 

January 2: Respirations 40, pulse 132 and 
temperature 101.5°. The dog gradually im- 
proved, and recovered from the operation, be- 
came very active, and barked very loudly so 
that he could be heard all over the medical 
building. 

June 12.—Six months after operation the 
dog weighs 30 pounds or 13-7/10 kilos. This 
loss of weight may have been due to the con- 
finement in the laboratory without exercise out 


Normal resonance over 
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of doors. The food was not as nourishing in 
character during the last month as it was dur- 
ing the rest of the year. Dog was killed with 
ether. There were numerous adhesions be- 
tween the operated lung and the chest wall, 
also marked anthracosis of both lungs. The 
fascia lata was united with the pleura covering 
the lung. No fluid in either pleural cavity. 
The pathologic report from Dr. Weller upon 
the lungs is as follows: 

“Unoperated lung, marked anthracosis, some 
emphysema, otherwise practically negative. Site 
of operation: a subacute purulent inflammation. 
Small abscess. Healing progressing rapidly 
about the abscess.” 


Cas—E XV. Operation: Resection of one lobe 
of left lung. 

Result: Death in six days from empyema. 

Operation February 10, 1915.—Dog weighs 
23 pounds or 94 kilos. Intratracheal insuf- 
flation and operation done under strict aseptic 
precautions. Resection of one rib. One lobe 
of left lung held by means of a pair of Kocher’s 
gastro-enterostomy clamps covered with rubber 
tubing and the lung resected. Wound closed 
and covered with a strip of fascia lata. At one 
time the dog was threatened with asphyxia. 
Wound of skin sutured and covered with gauze 
and collodion. February 11, dog stands up in 
cage but appears quite sick, temperature 102.8°, 
respirations 50, pulse 160. There was slight 
emphysema over the left thoracic region. 

February 12.—Examination of urine shows 
a small amount of albumin but no sugar, respi- 
rations 44, temperature 102.8°, pulse 140. 
February 13, respirations 70-80. I removed the 
gauze dressings and found the wound infected. 
After aspirating in several places considerable 
fluid escaped from the pleural cavity. Dog 
looks moribund. 


February 16.—Dog died. Considerable fluid 
found in right pleural cavity and right lung 
looks mottled and dark in color, but floats in 
water. Left lung collapsed and covered with 
a fibrinopurulent exudate. Sutures and fascia 
in position. Lung sinks in water. Pathologic 
report from Dr. Warthin: “Marked hemor- 
rhage, abscess. Marked purulent pleuritis. 
Collapsed lung shows very thick, organizing 
pleuritis.” 


Case XVI. Experiment; application of in- 
tratracheal insufflation without any thoracic 
operation. 

Result: No ill effects. 


February 24, 1915.—Black male dog weighs 
19 pounds or 81% kilos. Intratracheal insuffla- 
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tion at 20 to 28 millimeters pressure for twenty 
minutes. After the tube was removed, the dog 
breathed rather rapidly for a few minutes but 
later resumed: normal respiration, and made 
a complete recovery without any ill effects. This 
experiment shows that the intratracheal insuffla- 
tion in the absence of pneumothorax is not 
dangerous in itself if the proper pressure is 
used. 


Case XVIII. 
lobe of left lung. 

Result: Recovery. 

April 19, 1915.—Small female dog weighs 
2214, pounds. Number 21 French catheter 


Operation: Resection of one 


passed into the larynx and trachea after the 
dog was anesthetized. Aseptic operation per- 
formed by Drs. Hayes and Cattermole. 


Resec- 

















Case XVIII. Taken two months after operation. 


tion of one rib subperiosteally. One lobe of the 
lung was removed and wound carefully sutured 
after ligating the bronchioles and vessels. The 
lung wound was covered with a portion of the 
fascia lata. External wound closed and sealed 
with gauze and collodion. 

April 20.—-Dog doing well and shows no bad 
symptoms. 

June 12, 1915.—Weight is 1614 pounds, or 
7-3/10 kilos. emaciated in appearance, probably 
from confinement and inferior character of 
the food during the last month. Wound healed 
with very little scar tissue. Killed with ether 
and lungs removed. 

Pathologic report Dr. Weller: ‘“Unoperated 
lung; congestion, anthracosis, some alveoli ap- 
pear over distended. Operated lung: Sub-acute 
purulent inflammation. Embedded sutures. 
Organizing fibrinopurulent pleuritis.” 
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Case XVII. Resection of one 
lobe of left lung. 
Result: Recovery. 


April 9, 1915.—Black and white male mon- 


Operation : 

















Case XVII. Excision of middle lobe of left 


viewed from_ behind. (A) Stump of 
excised lobe. (B) Left lower lobe. 
C) Right lower lobe. 


grel weighs 50 pounds. Number 24 French 
catheter passed into larynx and trachea after 
the dog was anesthetized. One rib resected 


lung, 














Case XVII. 


Taken two months after operation. 


subperiosteally. Pressure 25 to 30 millimeters. 
Resection of middle lobe of left lung, under the 
same aseptic precautions as are used in any 
major operation in a modern hospital. Several 
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bronchioles ligated with silk and lung wound 
sutured with mattress stitches of silk and a 
strip of fascia lata sutured over it. There was 
no leakage of air after the lung suturing was 
complete. External wound sutured in layers 
and sealed with gauze and collodion. 

April 10.—Respirations 30, dog doing well. 


June 12.—T'wo months after operation. dog ° 


weighs 32144 pounds or 14-7/10 kilos; looks 
emaciated probably because of poor food and 
confinement. Killed with ether. Some small 
adhesions between the operated lung and the 
chest wall and between neighboring lobes of 
the lung. Fascia lata united over the lung. 

Pathologic report from Dr. Weller: “Un- 
operated lung: Practically normal. Some 
emphysematous areas. Seat of operation: Areas 
of atelectasis. Sutures still remain. No pos- 
itive traces of fascia lata. Inflammatory pro- 
cess practically healed.” 

CasE XIX. Operation: 
lobe of lung. 

Result: Death in four days probably from 
the effects of over pressure combined with in- 
fection from the distemper germ. 

May 3, 1915.—Small brown female dog 
weighs 1914 pounds. Number 18 French cath- 
eter inserted into the larynx and trachea after 
the dog was anesthetized by the open method. 
One rib resected subperiosteally under aseptic 
precautions. Portion of left lung removed. 
Stump of lung carefully sutured and covered 
with a strip of the fascia lata. Dog stopped 
breathing occasionally but resumed it when the 
air pressure was reduced from 25 to 20 milli- 
meters of mercury. The external wound was 
sutured in layers and sealed with gauze and 
collodion. There was some dyspnea when the 
tube was removed but the dog-soon breathed 
regularly but about 50 to the minute. 

May 6.—Respirations 48 to 50. There is a 
discharge of frothy mucus from the mouth. She 
stands up and drinks water. 

May %.—Dog died. Both pleural cavities 
are half full of fluid. In the left one is a very 
thick fibrinous exudate covering the entire lung 
with adhesions to the parietal pleura. The 
fascia lata was partly destroyed. There was no 
pus in the pleural cavity. The sutures in the 
lung were in position. 

Pathologic report from Dr. Weller : “Ligature 
in lung surrounded by area of hemorrhage and 
necrosis, gangrenous around one ligature. Lung 
shows atelectasis, hemorrhage and general pneu- 
monia. Fibrinopurulent pleuritis. Other lung 
shows hemorrhagic area, some areas atelectatic, 
others emphysematous.” 


Resection of one 
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SUMMARY OF THE ABOVE NINETEEN CASES. 


Case I. Pneumectomy. Recovery. 


Case II. Pneumectomy. Death, 5th day. 
Empyema. | 

Case III. Pneumectomy. Death, 2nd day. 
Pneumothorax. 

Case IV. Pneumectomy. Death, 30th day. 
Empyema, 

Case V. Pneumectomy. Death, 3rd day. 
Pneumothorax. 


Case VI. Pneumectomy. Death. 6th day. 
Pneumothorax. 

Case VII. Pneumectomy. 
Paralysis of Glottis. 

Case VIII. Pneumectomy. Death, 2nd day. 
Pneumothorax. 

Case IX. Pneumectomy. Death, 2nd day. 
Over-pressure. 

Case X. Pneumectomy. 
Pneumothorax. 

Case XI. Pneumectomy. 
Over-pressure empyema. 

Case XII. Pneumectomy. Death. 2nd day. 
Over-pressure and distemper. 

Case XIII. Pneumectomy. 
Distemper. 

Case XIV. Pneumectomy. Recovery. 

Case XV. Pneumectomy. Death, 6th day. 
Empyema and distemper. 

Case XVI. Application of insufflation. 
covery. 

Case XVII. Pneumectomy. Recovery. 

Case XVIII. Pneumectomy. Recovery. 

Case XIX. Pneumectomy. Death, 4th day. 
Over-pressure and distemper. 

There were eighteen lung operations and four 
recoveries. 


Death, on table. 


Death, on table. 


Death, 7th day. 


Death 3rd day. 


Re- 


CONCLUSIONS. 


Many of these experiments were failures be- 
cause it was necessary to develop the technic by 
careful experimentation before successful sur- 
gery upon the lung could be done. An examina- 
tion of these results will enable one to form an 
adequate idea of the difficulties that must be 
overcome in performing operations upon the 
lungs. As the majority of the dogs operated 
upon were afflicted with canine distemper the 
mortality is necessarily much higher than it 
would have been if healthy animals could have 
been obtained for this work. A careful study 
of these results warrants the following con- 
clusions : 

Intratracheal insufflation was not with- 
out harmful effects upon the lungs even in 
those dogs who recovered. Interstitial em- 


physema and over distension of some of the 
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alveoli of the lung were shown microscopically. 
These changes were much more marked in those 
animals that died than in those that recovered 
and consisted of large hemorrhagic areas with 
tearing of the walls of the alveoli. Insufflation 
also has a very harmful effect upon the circula- 
tion in the lungs as is shown by the intense 
congestion and atelectasis found microscopical- 
ly. In applying this method of anesthesia to 
intrathoracic operations upon the human being 
great care must be exercised in order to have 
the pressure high enough to prevent pneumo- 
thorax and still not so high.as to cause serious 
damage to the circulation in the lungs or to 
cause a severe degree of interstitial emphysema. 

The transplantation of a strip of fascia lata 
upon a wound of the lung gives an added pro- 
tection to it from infection. Preliminary liga- 
tion of the bronchi and careful suture of the 
lung tissue must always be done. After the 
suturing is complete careful search must be 
made for the escape of air from the lung wound 
by moistening it with salt solution. If any air 
escapes the wound must be re-enforced by ad- 
ditional suturing. For intratracheal insufflation 
a catheter of number 18 to 24 French should 
be used and the pressure should be maintained 
at 20 to 25 millimeters of mercury. 

I desire to thank all those who assisted me 
in these experiments and especially Dr. Warthin 
for the examination of the pathologic material 
and the preparation of the photomicrographs 
which form a part of this article. 
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DISCUSSION. 


Dr. CyrENus G. Dariinc: I am sure that we 
are very grateful to Dr. Georg for presenting this 
experimental work, since he has demonstrated the 
dangers incident to this class of surgery. For- 
tunately we are not called upon very often to 
operate upon the lung. The lung is an organ of 
.wonderful reparative powers and is able to care 
for the results of trauma or infection without the 
necessity of direct surgical interference. The cases 
suitable for operative work in the human being 
would probably do about as well if treated con- 
servatively as if more radical procedures were em- 
ployed. 

Dr. R. Bishop CANFIELD: I have been interested 
chiefly in noting the effect of insufflation anesthesia 
upon the lung. This method was adopted quite ex- 
tensively in Germany a few years ago when other 
methods of anesthesia might equally well have been 
empoyed. It is very interesting to note that these 
patients according to these experiments were ex- 
posed to considerable danger due directly to the 
method of anesthesia. I have seen patients prepared 
for mastoid operations anesthetized by insufflation 
anesthesia, with perfect recovery, and it is en- 
lightening to see the amount of destruction that 
may come on in the lung from pumping into it, even 
though the patients recover, 

Dr. GrorG: This method of anesthesia is not 
being used as much at present at it was at the 
start because of the dangers found to be connected 
with it. There are very few cases that actually 
require it in the human being, and as Dr. Darling 
mentioned, there are very few cases requiring lung 
surgery. 





REPORT OF A CASE OF LARYNGEAL 
CRISIS IN TABES DORSALIS. 


JacosB S. WENDEL, M.D. 
(From the Otolaryngologic Clinic, University 
Arbor, Michigan). 


Hospital, Ann 


Mrs. H. age 43, entered the Neurologic 
Clinic of the University Hospital September 
18, 1915 complaining of inability to walk, 
numbness from the waist down and severe pains 
all over her body. I wish to report a laryngeal 
phenomenon which occurred in this patient dur- 
ing her stay in the Hospital and acknowledge 
my indebtedness to Dr. Camp for the privilege 
of placing on record this interesting case. 

The family history is not important. The 
patient had the usual diseases of childhood and 


says that she had syphilis about fourteen 
or fifteen years ago. She gives a history of a 
rash. She has been married twice, her first 


husband dying of dropsy at the age of twenty- 
one. Her second husband is living and fairly 
well. She has had three children all by her 
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first husband, and three miscarriages by her 
first and one by her second husband. 

The present trouble began eight years ago 
with sharp shooting pains all through her body, 
numbness and weak feeling in her bowels, and 
numbness and weakness over her lower extrem- 
ities. She said she would often drop down 
suddenly, her knees apparently giving way. She 
has had incontinence of urine and feces. The 
neurologic examination by Dr. Camp in brief 
is as follows: 

“The patient is somewhat emaciated. She 
has some enlarged glands in the neck. The 
pupils do not react to light but do react in ac- 
commodation. The extraocular movements are 
normal, no nystagmus. The tongue protrudes 
straight, no tremor, no atrophy. Test words 
are pronounced well. There is no atrophy nor 
deformity of the arms or hands. The biceps 
jerks are not obtained on either side. The 
knee jerks are absent. The Achilles jerks are 
absent. She walks with two canes saying one 
would not suffice. Her gait is ataxic.” 

On lumbar puncture a clear and colorless 
fluid was obtained with 55 cells per cubic milli- 
meter. A carbolic test was double plus. Nonne- 
Apelt: phase 1 and 2 positive. The Wasser- 
mann test on the blood and spinal fluid was 
reported strongly positive. A diagnosis of 
tabes dorsalis was made and the patient placed 
on treatment. 

Previous to her entrance into the Hospital, 
the patient cannot recall having had any trou- 
ble with her larynx. No note of laryngeal in- 
volvement is made in her neurologic examina- 
tion. On November 20 while eating supper 
the patient suddenly developed a severe spas- 
modic attack of coughing accompanied by mark- 
ed inspiratory dyspnea. She became cynotic 
and respiration ceased for a time. Emergency 
treatment was instituted. The patient’s tongue 
was drawn from the mouth and artificial re- 
spiration resorted to. I was called and reached 
the patient about ten minutes after the attack 
started. The patient had resumed breathing 
but was still having marked difficulty in in- 
spiration. She was in a marked state of ex- 
citement due to the impending danger of suf- 
focation. Her face was congested and dusky 
and the eyes were very prominent. Occasional 
momentary fits of coughing accompanied this 
stridor. After I arrived the patient exhibited 
one pronounced attack of coughing lasting for 
about two minutes. She attempted to tell us 


something was irritating her throat, threw her- 
self on the bed, her costal and abdominal mus- 
cles of respiration and the muscles of her upper 
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and lower extremities being thrown into spas- 
modic contraction. At no time did the patient 
lose consciousness. The series of attacks lasted 
about twenty minutes after which the patient 
became quiet and resumed her meal. On the 
following day she felt well, her only complaint 
being that of slight soreness in the region of the 
larynx, due no doubt to the irritation from 
coughing. 

The patient describes the attack as follows: 
On taking the first bite of a sour pickle, she 
suddenly began to cough; thinking that she had 
aspirated a portion of the pickle, she conveyed 
this impression to the nurse whose attention 
was attracted by the coughing. For this reason 
the case was considered one of a foreign body 
in the respiratory tract. The patient did not 
succeeed in coughing up the foreign body nor 
does she recall swallowing it. Examination of 
the throat and larynx by palpation and in- 
direct method was negative. No signs of for- 
eign body in the respiratory tract could be 
elicited on physical examination of the chest 
at that time or on the following day. Examina- 
tion of the larynx later was negative with the 
exception of a slight redness and thickening of 
the mucosa over the arytenoid processes and 
slight thickening of the vocal cords. There was 
no paralysis either on forced inspiration or 
phonation. In talking with the patient later 
she stated that the attack of coughing began 
the moment she inhaled the vinegar fumes from 
the pickle. Following the examination of the 
throat and chest and knowing the previous 
neurologic history of the patient, a diagnosis of 
laryngeal crisis in a case of tabes dorsalis was 
made. 

In making a differential diagnosis, an 
attack of coughing due to the aspiration of a 
foreign body and a hysterical attack must be 
considered. In this case no foreign body could 
be found and the attack was too long and 
too severe to be attributed to this cause. No 
stygmata of hysteria are mentioned in the 
neurologic examination. Such an attack in a 
child would also suggest croup or laryngeal 
vertigo. 

The occurrence of tabetic crisis has long been 
known. Gastric crises characterized by intense 
paroxysms of pain and vomiting are the most 
common. Laryngeal crises are next in frequency 
according to Osler. Cases exhibiting cardiac, 
bronchial, nasal, ocular, nephritic, uterine, clit- 
oral and rectal crises have been reported. 
Authorities are quite well agreed that laryngeal 
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crises are probably due to acute spasm of the 
adductors of the larynx. According to Griin- 
wald the cords are fixed in adduction and the 
spasm is accompanied by coughing, marked 
dyspnea and loud inspiration. Oppenhein states 
that the requisites for a tabetic crisis are: First, 
a sensory irritation ; second, a motor spasm and 
third, a hyperthesia of the parts affected. 
Very few authentic cases have been placed on 
record. The first case reported was that by 
Ferrol in 1868. In 1907 W. B. G. Harland 
of Philadelphia read a paper before the section 
of Otolaryngology at the annual meeting of the 
American Medical Association entitled “The 
Larynx in Locomotor Ataxia.” In preparing 
this paper Dr. Harland examined many hospital 
patient and says, “I have been unable to find a 
case of laryngeal crisis and neurologists of my 
acquaintance tell me that this condition is ex- 
tremely rare. Laryngeal paralysis is the most 
common manifestation of tabes in the larynx 
and is usually central. There is no apparent 
relation between laryngeal paralyses and laryn- 
geal crises. They may occur in combination or 
independently. Davis reports a case of laryn- 
geal crisis with abductor paralysis. 

Touche in examining forty cases of tabes 
reports twelve with laryngeal crises. Green 
reports seven cases in examining sixty cases. 
Three of these were without evident paralysis 
of either cord. 

The majority of cases have occurred in fe- 
males. In many of the cases there is a history 
of a sensation in the throat as of a foreign body. 
The inhalation of irritative gases is given as an 
exciting factor. The duration and intensity of 
the attacks vary. Moore and Martin report 
fatal cases of laryngeal and bronchial spasms 
in which tracheotomy was performed, death re- 
sulting ten days later. Cases are reported in 
which the patient became unconscious. 

In the present case, no treatment was in- 
stituted and the patient made an uneventful 
recovery. The use of cocain as a local applica- 
tion in the larynx, the use of morphine hypo- 
dermatically, bromides by mouth, and the use 
of ether and choloroform have been recommend- 
ed in treating laryngeal crises. 

This case is placed on record as a rare mani- 
festation of tabes. Laryngeal tabetic crises as 
a rule occur as a late manifestation of the dis- 
ease and for this reason their diagnostic value 
is not great. Coakly, however, suggests that 
in cases of laryngeal spasm, in adults, in the 
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absence of a history of a foreign body, a care- 
ful examination for other signs of tabes should 
be made. 
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DISCUSSION. 


Dr. R. BrsHop CANFIELD: The question of laryn- 
geal crisis is interesting chiefly because these crises 
appear rarely and when they do their etiologic fac- 
tors are frequently confounded, a perfectly innocent 
cause being ascribed to a very dangerous complica- 
tion, or vice versa. They occur chiefly in laryngo- 
plegic migraine, a rare occurrence in which there 
is a migraine, a laryngeal paralysis and a crisis. 
These occur in varying degrees of severity, in 
some the headache being the most prominent fac- 
tor, while in others the crisis is the most prominent 
factor. In these cases there is sometimes a very 
definite paralysis usually an abductor paralysis, that 
is, one with the cord in the position of phonation. 
They occur also in laryngeal vertigo, in status lym- 
phaticus, in tabes and finally in foreign body cases. 
Laryngeal crises in children are very frequently 
fatal. I have seen three or four children in whom 
the diagnosis of foreign body had been made be- 
cause of the fact that the crisis came on while 
eating. A child previously healthy, 8 or 10 years 
old, at dinner suddenly has a paroxysm of cough- 
ing, no cyanosis, weak and rapid pulse, and death 
in the course of a few hours or days. Several such 
cases have been brought to the Hospital with the 
diagnosis of a foreign body. 

The crisis of hysteria differs chiefly from these 
in that there is usually no cyanosis. The patient 
breathes just enough to maintain a normal color. 
The question of the condition of the larynx during 
these crises has never been made out because no 


one has been able to see the larynx during the 
This case is also interesting because so far 
as I know it is the first one which has been ob- 
served in this Hospital. 


crisis. 
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THE STARVATION TREATMENT OF 
DIABETES. 


Mark MarsHatu, M.D. 


Instructor in Therapeutics and Materia Medica, University of 
Michigan. 


On account of the lateness of the hour I will 
try and be brief. Before considering the star- 
vation treatment of diabetes I would like to 
review briefly the older methods of treatment. 
They provided in the milder cases for the re- 
striction of the carbohydrates to a point where 
sugar does not appear in the urine. In the 
more severe cases the proteins are also reduced 
in order to keep the patient sugar free. Every 
effort is made to make the patient gain weight, 
the latter being regarded as an index to the 
progress that the patient may be making. 

We are indebted to Dr. Allen of the Rocke- 
feller Hospital for what seems to be a radical 
improvement in our methods of handling dia- 
betes. Dr. Allen experimented upon dogs. He 
removed portions of the pancreas, taking care 
in each instance to preserve the pancreatic duct 
in order to avoid atrophy of the gland. He was 
thus able to produce cases of glycosuria of vary- 
ing severity depending upon the amount of pan- 
creatic tissue removed. These animals furnish- 
ed interesting subjects for dietetic experiments. 
He found, as had been previously observed, that 
they were benefited by short periods of starva- 
tion. In the past we have been in the habit of 
starving patients for a short time, but generally 
the starvation consisted in the so-called green 
diet which would give the patient about 800 
calories a day. Allen found that even the severe 
cases if starved completely would become sugar 
free, and to his surprise, there was no tendency 
to acidosis. He found later that by keeping the 
diet at a low point after the starvation that they 
did not show the tendency to develop the 
glucosuria that they did when the diet was a 
full one. He not only reduced the carbohydrate 
but also reduced the proteins and fat in the 
diet. The animals were maintained at a low 
level of metabolism, and were kept permanently 
under weight. These principles were then ap- 
plied to human beings. Dr. Allen asked that 
the most severe cases of diabetes be sent to him 
for treatment. It required from one to ten 
days to get his various patients sugar free. 
After they were sugar free he continued the 
starvation for one or two days. Then smali 
amounts of food were started beginning with 
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fats and proteins. Later carbohydrates were 
added. The patient’s tolerance for carbohy- 
drates and proteins was determined. In all 
instances the metabolism was reduced and the 
patients kept under weight. With the older 
methods we always attempted to maintain a 
normal weight. 

A recent addition has been made by Dr. 
Allen to his method of treatment, namely, 
the introduction of systematic exercise. His 
experimental work on animals showed that if 
the animals were exercised, forced to work in 
a tread mill, that the tolerance for carbohy- 
drates would increase. He further showed that 
the sugar in the blood was reduced and even in 
some of the severe cases it never returned to 
the high point at which it stood previous to the 
introduction of exercise. This point has been 
introduced in the treatment of human beings. 
It does not increase the patient’s weight but 
does increase the muscular strength. The dia- 
betic patient is changed from a neurasthenic 
to an athletic type. 

Dr. Allen points out certain incidental, but 
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nevertheless important. advantages of the star- 
vation treatment. First, it shortens the pa- 
tient’s stay in the hospital. Second. it gives 
him immediate encouragement because he be- 
comes so quickly sugar free as a result of which 
he is more willing to submit to dietetic restric- 
tions. 

We have tried the treatment with pretty good 
results in the University Hospital. Any fail- 
ures which we may have had were due, I am 
sure, to our not following strictly the régime 
advocated by Dr. Allen, who advises that in any 
instance where the glycosuria returns, that the 
patient be immediately starved until the sugar 
disappears. The latter is a point which we have 
not observed as carefully as we should. Our 
results for the most part are excellent. Our 
cases have become sugar free in a short time, in 
most cases about three days, in one case seven 
days. This method is still in the experimental 
stage but it bids fare to upset many of our 


previous ideas concerning the treatment of 


diabetes. 








PROPAGANDA FOR REFORM. 


Protonuclein and Protonuclean Beta—Eight years 
ago, the Council on Pharmacy and Chemistry pub- 
lished a painstaking and exhaustive report on Proto- 
nuclein and other products of Reed and Carnrick. 
This report showed conclusively that the whole 
theory of nuclein therapy was a tissue of speculation, 
into whose textures are woven only a few slender 
threads of fact. Now the Council reaffirms its 
former action with regard to Protonuclein. The 
objections to Protonuclein apply with equal force 
to Protonuclein Beta, said to be Protonuclein mixed 
with equal amounts of nucleoplasm and protoplasm 
of the spleen. In view of the lack of evidence the 
claims made for Protonuclein Beta are unwarranted. 
The Council, therefore, reports that it is ineligible 
for New and Nonofficial Remedies (Jour. A.M.A., 
Jan. 1, 1916, p. 38 and 48). 


oe a ee 

The Composition of Liquid Petrolatum—As 
naphthene hydrocarbons predominate in Russian 
crude petroleums and paraffin hydrocarbons in many 
or most American crude petroleums, it was assumed 
that the petrolatums derived from these sources dif- 
fered from each other in like nanner. While both 
the naphthenes and paraffins are chemically inert, 
some unexplained therapeutic superiority has been 
asserted to reside in Russian liquid petrolatum. 
Benjamin T, Brooks, of the Mellon Institute, ex- 
plains that most so-called “mineral oils” used for 
therapeutic purposes contain no paraffin hydrocar- 





bons whatever and that, regardless of the source of 
the crude petroleum, the fraction which constitutes 
the liquid petrolatum is composed essentially of 
naphthenes and polynaphthenes (Jour. A.M.A., Jan. 
1, 1916, p. 38). 


Anesthesin—Anesthesin is paramino-ethyl-ben- 
zoate. New and Nonofficial Remedies states that 
it is one of the products which owe their existence 
to the discovery that the local anesthetic action of 
cocaine is due to the radical of benzoic acid in com- 
bination with a nitrogen-containing basic group. 
Treasury Decision 2184 contemplates the registration 
of anesthesin under the Harrison narcotic law (Jour. 
A.M.A., Nov. 20, 1915, p. 1837). 


Hydropsin.—According to the Ernst Bischoff Co., 
Inc., Hydropsin is the juice of digitalis, squill, Eu- 
ropean birch, juniper and knot weed, dialyzed and 
physiologically standardized. The Council on Phar- 
macy and Chemistry reports that the composition 
claimed for Hydropsin brands it as an irrational 
mixture in which potent drugs are combined with, 
and more or less covered up by others that are 
obsolete and inefficient. The name, instead of in- 
dicating its composition, suggests diseases in which 
it may be thoughtlessly and indiscriminately used. 
The claim that the danger of toxic or cumulative 
action has been removed, if accepted by physicians, 
tends to uncritical use with possible disastrous re- 
sults (Jour. A.M.A., Jan. 8, 1916, p. 135). 
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Editorials 





DUES. 


The annual dues of members are payable on 
or before April 1st. Those members whose dues 
are not received by the County Secretaries in 
time to be remitted by that official to the State 
Secretary before April 1st, will have their names 
automatically removed from the mailing list and 
be placed on the suspended list. If you fail to 
receive the May Journal you will know that 
you have failed to pay your annual dues and 
that you have deprived yourself of the protec- 
tion offered by our Medical Defense. 





OFFICIAL CALL FOR PAPERS 

The Fifty-first Annual Meeting of the Mich- 
igan State Medical Society will be held in 
Houghton, August 15, 16 and 17%. Members 
desiring to read papers before any of the several 
Scientific Sections are hereby requested to 
notify the Section Secretaries of their inten- 
tion. | 

As the Section Secretaries are already plan- 
ning their programs it is essential that they 
be promptly informed as to what papers are 
available. 





MEDICAL PREPAREDNESS. 


_ As in other activities pertaining to the com- 
_ mon weal, physicians are largely interested in 
the subject of preparedness and devoting time 
to the dissemination of knowledge upon the sub- 
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ject. Physicians constantly deal with facts, 
with actual conditions, with the results of neg- 
lect, with evils that proceed from lack of vision. 
In public affairs they are not given to specula- 
tion and in their professional work theorize 
as little as possible. By and large, they are 
more judicial than jurists, admit evidence from 
every source and seek light upon obscure con- 
ditions from every angle. By reason of such 
training and experience, they are more apt to 
see things as nearly as possible in their totality, 
and are not readily misled by platitudes as to 
what conditions should be in the light of what 
they actually are. They realize that until 
through generation after generation of good 
will and consideration for one’s neighbor with- 
out respect to boundary lines, there is developed 
a settled habit of thinking that war is futile, 
it will be in existence. You will scarcely find 
among them those who indulge in the silly 
outgiving “We don’t want war, therefore we 
will not prepare for it,” or those who seem to 
believe that through individual or co-operative 
wishing a thing away, it will at once disappear. 
In other words, the minds of most physicians 
are illuminated by the rays of common sense 
and they know that in democracies as elsewhere, 
a measure indispensable to secure the lives and 
liberties of the people, is to adequately prepare 
to resist aggression. 


Upon physicians rest the most difficult duties 
pertaining to war. Fatigued by prolonged vigils, 
by nerve-wracking work and by unremitting 
demands in the care of the wounded; in posi- 
tions of great peril, torn to pieces by the emo- 
tions that close acquaintance with suffering 
arouses, they have conducted themselves in the 
ghastly and unpardonable conditions in Europe 
in a way to glorify themselves and their pro- 
fession. 

It is little realized by the public or by the 
profession itself that the strength of armies 
to-day lies in medical management. Capt. For- 
tesque who has been an observer with the armies 
in Europe, stated at the meeting of the Na- 
tional Security League in Washington that the 
care of the wounded was a relatively small mat- 
ter in the province of the physician; that he 
was expected to keep the armies fit and husky; 
that questions as to economy, the food value, 
and portability of rations, the hygiene of camps 
and everything tending to keep the individual 
well and efficient was determined by the med- 
ical officer. Lets get ready for the worst, hop- 
ing for the best, in order that the medical pro- 
fession of the United States will be able in an 
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emergency to meet the tremendous responsibil- 
ities which will devolve upon it. 

In this connection, it may be desirable to 
emphasize the importance of identification with 
the work of the Red Cross. Japan with a 
population of 4,000,000 has 1,800,000 members 
of the Red Cross and an endowment of $13,000,- 
000; Germany with 67,000,000, a membership 
of more than 1,000,000 and an endowment of 
millions; the United States with 100,000,000 
population has a membership of 27,000, and an 
endowment of $900,000. I quote from the re- 
port of Miss Boardman’s address to the Nation- 
al Security League, contained in the Washing- 
ton Evening Star. This League (The National 
Security) must have a large membership to be 
influential. It would be well to form a branch 
in every town. The Headquarters of the League 
is 31 Pine street, New York. 

C. B. Burr. 





FRESH AIR. 


Morse* in discussing “fresh air’ states: 
“Some writers apparently mean by this term 
pure air without regard to its temperature, 
others seem to mean cold air without regard to 
its purity, others air which is pure and cold 
and still others do not attach any definite mean- 
ing to it. He defines fresh air as an air that 
is cool, dry and in motion.” 

In this present day when so much is being 
said and written about fresh air as an essential 
adjuvant in the treatment of most of the human 
ailments it becomes necessary for the attendant 
to explain what is meant by the advice of “Ob- 
tain as much fresh air as is possible.” 

Cold air exerts a baneful and irritating in- 
fluence upon many of the acute and even chronic 
respiratory conditions. Acute nasopharyngitis, 
acute laryngitis, and in acute bronchitis, cold 
air exerts an irritating influence of the mucous 
membrane lining these passages. 

On the other hand it has been observed that 
cold air raises the blood pressure in the pneu- 
monias when there is a vaso-motor paralysis but 
whether such an effect is beneficial is question- 
able. 

Summed up the conclusion must be reached 
‘that fresh air at a temperature of 50 to 60 de- 
grees F. exerts a most beneficial influence. At 
a lower temperature its effect is prone to be 
detrimental. The air must be pure, that is, 
free from bacteria, dust and smoke. It must 
be used with discretion. Cold air is of advan- 
tage in some conditions but harmful in others. 





1 Journal A.M.A. Jan. 8, 1916. 
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The paucity of data upon the subject makes 
Morse’s warning and comments of timely value 
in that it brings to our attention that additional 
qualities other than cold are essential to secure 
beneficial results from fresh air treatment. A 
compilation of extensive observations and dis- 
cussion of the subject consequently becomes 
desirable. 





“LAWY ER-DOCTOR” HOLD UPS. 

With growing frequency the courts are trying 
cases instituted to recover damages for personal 
injuries that have been trumped-up and insti- 
gated by an unscrupulous attorney who has en- 
listed the aid of some morally degenerated doc- 
tor. This despicable combination—“Lawyer- 
Doctor”—boldly solicit cases from individuals 
who have been unfortunate enough to sustain 
personal injury—frequently of a trivial nature. 
By holding forth promises of large sums of 
money they secure the power of attorney 
and set forth to hold-up the individual, company 
or corporation that was concerned in the in- 
jury. Demands are made for a large sum of 
money and if refused suit is begun. At the 
trial the doctor takes the stand, violates his 
oath, and perjuring himself swears the injured 
party has sustained serious and permanent in- 
juries. The sympathetic jury, awards a verdict 
of several thousand dollars. The plaintiff 
eventually secures half and the other half is 
split between lawyer and doctor. Thus is fraud, 
deceit, malignering and extortion abetted. 


The time is fast appproaching when legisla- 
ture, courts, business and public sentiment will 
cause an exposure of such a combination to 
defraud and provide adequate punishment. 


Inasmuch as this practice is growing and the 
cases are occurring with increased frequency it 
behooves the medical profession to express its 
emphatic disapproval. We are judged as a 
whole and when our professional, moral and 
social standard is lowered by a few, the profes- 
sion as a unit loses the favor and the respect 
of the public at large. Shyster lawyers exist; 
shyster doctors should not be permitted to exist. 
The necessary enactments should be adopted 
whereby the doctor, who stoops so low, casts 
reflections on his fellow practitioner by his per- 
jured and fabricated testimony and lowers the 
standing of the medical profession in the minds 
of the public, be expelled from membership in 
our organization. The time has come when 
the ranks of the medical profession must be 
purged of such degenerated and morally de- 
graded individuals. 
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Editorial Comments 


“To possess vitality the doctor must be or- 
ganically united to the general body of his 
profession. To be detached therefrom is not 
to live separately ; it is to be dead, a mere corpse 
of a doctor. Give your little and get all in 
return, is the law of our professional being.” 


The Detroit meeting of the American Med- 
ical Association promises to be one of the larg- 
est attended meetings of that organization. 
Michigan men should turn out in full force. 
We urge that you write in now for your hotel 
reservation. To delay will mean disappoint- 
ment. Do it today. 


Are you patronizing our advertisers of med- 
ical books publishers? They are offering you 
the latest works—books that you need. 


In accordance with preliminary announce- 
ment made in the A.M.A. Journal previous to 
the last A.M.A. convention, the American Med- 
ical Golfing Association held its first tournament 
in San Francisco, June 21, 1915. Arrangements 
were then made for the organization and that 
is now complete with the following directors: 

President—Wendell C. Phillips, New York. 

Vice-President—James Eaves, San Francisco 

Secretary-Treasurer—Will Walter, Chicago. 

The plans are now being made for the second 
tournament to be held in Detroit at the forth- 
coming A.M.A. convention in June. 

The Directors have decided to list as charter 
members all fellows who shall have enrolled by 
April 1, 1916. 

All fellows of the A.M.A. who play the game 
are eligible and may obtain the detailed infor- 
mation from the Secretary-Treasurer, Dr. Will 
Walter, 122 8. Michigan Boulevard, Chicago. 

Members of the British Medical Association 
have a similar organization for play at their 
annual meetings, and it is thought that this 
will add materially to the social interests of 
the A.M.A. as it has to the B.M.A. conventions. 


The claim of individual officers of Anti-Tuber- 
culosis, Infant Feeding and Prenatal organizations 
that they alone are responsible for the lowered mor- 
tality is presumptyous. While acknowledging that 
they are carrying on a commendable campaign there 
exists no reason for them to ignore the efforts of 
others and in self-satisfaction announce that their 
effort is the sole reason for decreased mortality 
tates. To the profession as a whole, to the advance- 


COMMENTS 
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ment in culture and status of the public as a whole, 
to the architects, to public recreation parks and play 
grounds and to several other present day environ- 
ments and influences must a large share of credit be 
given. 


In re-reading the annual report of our Medico- 
Legal Committee we were astounded indeed to learn 
that certain members of the profession remained 
so shortsighted as to be willing to appear against a 
fellow physician in mal-practice suits. Practically 
every suit alleging mal-practice is an attempt to 
black mail. If successful it but inspires other suits. 
The willing witness knows not but what he may be 
the next defendant. Little behooves it then for him 
to act the role of an abettor of a pre-meditated 
persecution. 


For the convenience of the Transportation Com- 
mittee those of our members who intend attending 
our annual meeting at Houghton are requested to 
mail the Secretary a postal card stating whether or 
not they desire boat accommodations. The meet- 
ing at Houghton is bound to be of unusual interest 
from a scientific and recreation viewpoint. To 
make it doubly so it is necessary to have some 
estimate of the number that will be in attendance. 


For the general practitioner a well-used library is 
one of the few correctives of the premature senility 
which is so apt to overtake a physician. Self-cen- 
tered, self-taught he leads a solitary life, and unless 
his everyday experience is controlled by careful 
reading or by the attrition of a medical society it 
soon ceases to be of the slightest value and becomes 
a mere accretion of isolated facts, without correla- 
tion. 


Be a BOOSTER for your society, your profession 
and your neighbor. In the end they will boost 
twice as hard for you. 


Your 1916 dues must be paid to your local Sec- 
retary before April first if you desire to maintain 
uninterrupted membership in your county, state and 
national societies. Mail your check today. 


The movements directed toward advancing the 
work of prevention of disease, education of the 
public in health matters, etc., when borne on the 
wave of enthusiasm of a few individual unoccupied 
laymen is as a rule imbued with the purpose of 
self-advertisement and as such is to be condemned. 
These movements should be promulgated by the 
combined efforts of all physicians—not the isolated 
few—and that of a united community in which every 
individual shares in the responsibility and work. 


Six months have elapsed since the Tuberculosis 
Survey, made possible by the funds the legislature 
appropriated, was undertaken. Miay we not at this 
time have a preliminary report of what has been 
done and whether or not any definite conclusion 
may be announced? The profession is intensely 
interested in this state-wide work and would wel- 
come authoritative information. 
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Deaths 


Dr. J. B. Book of Detroit died Feb. 1 from 
complications of grip attack. Dr. Book was 
. director of several banks, authority on medicine 
and very prominent in society. 








Dr. J. S. Edwards of Grand Rapids died Jan. 
27 of pneumonia, being ill but four days. He 
had been a practitioner in this city for twenty- 
seven years and the city of Grand Rapids as 
well as the medical profession in this section 
of the state, feels the loss of a warm friend, able 
practitioner and self-sacrificing physician. 





Dr. H. D. Holl of Bellevue died Jan. 22 
after a year’s illness. He was one of the oldest 
physicians and surgeons in that vicinity and 
was highly esteemed by all who knew him. 





Dr. Alfred Ira Noble was born in Fairfield, 
Maine, March 3, 1856, and died in Detroit, 
Michigan, on January 20, 1916. 


He received the degree A.B. from Colby Col- 
lege, Maine,, in 1883, and M.D. from Bowdoin 
College in 1886. He was president of his class 
in each of these colleges. 


He married Ella Annie Boole August 27, 
1887. 


He engaged in the practice of medicine in 
Boston for one year, then became associated 
with the Worcester State Hospital, first as 
Assistant Physician and later as Assistant Med- 
ical Superintendent. He held the latter posi- 
tion until 1905, when he received the appoint- 
ment of Medical Superintendent of the Kala- 
mazoo State Hospital, which position he held 
until the time of his death. 


The Doctor was for a number of years Sec- 
retary of the New England Psychological So- 
ciety. He was a fellow of the Massachusetts 
Medical Society and of the American Medical 
Association, and member of the Worcester Med- 
ical Association, American Medico-Psycholog- 
ical Association, the Detroit Society of Neu- 
rology and Psychiatry, the Michigan State Med- 
ical Society and the Kalamazoo Academy of 
Medicine. He affiliated himself with the Acad- 
emy shortly after taking up his residence in 
Kalamazoo, and was actively interested in this 
organization from the first, contributing valu- 
able papers, entering into discussions, and act- 
ing as host of the Academy on several occasions. 
The clinics which he furnished the Academy 
were especially instructive and largely attended. 
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While not a voluminous writer, he contributed 
from time to time to medical literature and 
to the general public, well prepared and exceed- 
ingly instructive papers on medical and _ so- 
ciological subjects. A paper on “Shorter Hours 
for Nurses and Attendants,” published in the 
proceedings of the American Medico-Psycholog- 
ical Association, marked the beginning of an 
important change in hospital management. His 
paper on “The Curability of Insanity,” read be- 
fore the Detroit Society of Neurology and Psy- 
chiatry on February 6, 1913, and published in 
the Worcester Hospital papers, demonstrates 
most convincingly that the percentage of recov- 
eries claimed by most psychiatrists and most 
text-books is altogether too high. 


During his administration of affairs at the 
State Hospital he planned and directed the con- 
struction of the Van Deusen Hospital, a receiv- 
ing hospital for women, equipped with modern 
apparatus for treatment. He secured the con- 
struction of a laboratory and employed a pathol- 
ogist whose entire time is given to pathological 
and research work. The Doctor recognized the 
value of occupation not only as a curative 
measure but a means of education in chronic 
custodial cases, developing them into useful 
members of a hospital community. Through 
his efforts a large industrial building is in pro- 
cess of construction which, although he did not 
live to see completed, will stand as a monu- 
ment to his zeal in this direction. One of his 
last acts was the placing of the training school 
for nurses on an advanced basis, extending the 
course to three years, raising the standard of 
admission and requiring nine months, training 
in some general hospital. 

Dr. Noble was very conservative, yet always 
progressive, a man of high ideals, a gentleman, 
and he possessed a wealth of tact, diplomacy, 
and genuineness that made lasting friendships 
with the public, his patients, and those who 
worked with him. 


His remains were taken to Boston, Mass. for 
interment. 


REPORT OF COMMITTEE ON RESOLUTIONS. 


Your committee appointed at a special meet- 
ing of the Kalamazoo Academy of Medicine, 
held on January 21, 1916, to draft resolutions 
relative to the sudden passing of Dr. Alfred | 
I. Noble on the morning of January 20, 1916, 
at Detroit, Michigan, begs to present the fol- 
lowing: 

That this Academy feels beyond any power 
of expression the suddenness of the summons 
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which brought to a close the life and work of 
our colleague and friend, Dr. Noble. He was 
pre-eminently the most prominent and most 
beloved figure on the roster of our Academy, and 
death’s aim has laid low this Association’s most 
shining mark. 

He went in the full flush of manhood and 
strength, laden with work and duties to be 
performed. 


Dr. Noble was a dignified and scholarly man 
of a most kindly and generous disposition. He 
never apparently noticed the faults of his asso- 
ciates, but was quick to extol their virtues. In 
the Academy of Medicine he was an enthuiast, 
always ready to contribute to the promotion of 
the work by either papers, case reports or in 
discussion, and took a leading part in its trans- 
actions. His kindly smile and gentle address 
were proverbial, not only among his patients, 
but to the public at large. 


“Many a tear and blessing went 
With him, beneath that low, green tent 
Whose curtain never outward swings.” 


Therefore, be it 


RESOLVED, That recognizing the great loss 
to the Academy and to its individual members 
in the death of Dr. Noble, a copy of this 
tribute be entered upon our records, and the 
Secretary be instructed to extend to the family 
this expression of our deepest sympathy. 


HERMAN OSTRANDER, 
W. A. STONE, 
J. W. BosMAN. 


RESOLUTIONS. 


Passed by the Academy in Session January 25, 1916. 

WHEREAS, A Health Department, standing as it does for 
the happiness and well-being of the citizens of any community, 
should be its chief concern and therefore liberally supported; and 

WHEREAS, The salary of the Health Officer of Kalamazoo 
has been so reduced and certain inspectors cut out by the 
present city administration, that the efficiency of the Depart- 
ment has been seriously affected, causing the resignation of 
Dr. A. H. Rockwell, who for seven years has discharged the 
duties of executive officer of the Department in a most fearless, 
capable, and systematic manner, and through whose efforts 
largely Kalamazoo now stands in the front rank of Michigan 
cities along health lines, as attested to, not only by the 
citizens of Kalamazoo, who have watched with interest the 
development of this branch of city work, but by state officials 
as well. In a letter to Dr. Rockwell, Dr. John L. Burkhart, 
Secretary of the State Board of Health, writes as follows: 
“It is just such incidents as this that discourage all efforts 
on our part to build up an efficient Public Health Service in 
this state. Municipalities ordinarily begrudge every cent that 
is expended for the protection of the public health, when the 
reverse should obtain. Personally, I know you have been 
a highly efficient and capable Health Officer. Your reports to 
this office have been prompt and the records of your office will 
substantiate the progress which has been made during your 
administration as Health Officer. I sincerely hope the matter 
will be reconsidered and your salary placed back to $1,500.00, 
which is unquestionably a very low salary for the city of 
Kalamazoo. You may rest assured that, as long as the writer 
occupies his present position, your services will always be 
required as an Acting Medical Inspector of this Board, and I 
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am sure that the sentiments expressed by the writer are those 
of every individual member of the Board.’’ Therefore, be it 

RESOLVED, That the Kalamazoo Academy of Medicine in 
session assembled, does protest against the action of the 
present city administration in reducing the salary of the 
Health Officer and in reducing the force of the inspectors. 
Such action tends to lower the standard of high efficiency 
which the Health Department, under the able management of 
the present Health Officer, has reached. Be it further 

RESOLVED, That the Academy of Medicine does protest 
against any attempt on the part of the city to collect from 
a number of Health Officers back registration fees which have 
always been considered as a part of those officers’ salaries, And 
be it still further 

RESOLVED, That the Academy of Medicine goes on record 
as favoring an all-time health officer with salary commensurate 
with the duties and dignity of the office in a city the size and 
standing of Kalamazoo. 


Ralph C. Apted, M.D., of Grand Rapids, died 
February 13, 1916 after a long illness. Dr. 
Apted held the rank of major in the Michigan 
National Guards. 


SOLDIER PASSES. 


Grand Rapids Herald, Feb. 15—Major Ralph 
C. Apted, soldier in the army of true friends, 
has passed to the great beyond. In the battle 
of life, many a soldier must fall, but of all that 
great throng that has been cut off within the 
last vear, not one leaves a greater break in 
the ranks than Major Apted. 


His weapons were a great heart, a wonder- 
ful sympathy. His darts were of love and of 
kindness. These he shot straight to the hearts 
of all who knew him, for enemies he had none. 
As a surgeon in the Spanish-American war he 
worked night and day among the sick and in- 
jured. He brought to their cots cheerfulness 
and hope. As surgeon in the National Guard 
he was loved by all the men, for his first thought 
was always of their welfare. 


For many years he was city physician, and 
many a humble soldier faltering on the field 
of life gained strength to bear his standard 
forward when he heard Major Apted’s cheer- 
ful voice command: “March on.” 


But the Great Commander of the universe 
bade him come and Major Apted, heeding the 
command, left the army of life to become a 
soldier on the eternal plains of peace. He has 
earned whatever eternal rewards the Great Com- 
mander bestows upon those who have kept the 
faith. And his earthly memorial is a shrine 
in the hearts of those he served. 


Strontium Bromide.—The official bromide contains 
about two-thirds as much bromide as is contained 
in potassium bromide and about three-fifths as 
much as that contained in sodium bromide. Hence 
it may be expected that the bromide action from 
strontium bromide will be much less than that of 
either potassium bromide or sodium bromide (Jour. 
A.M.A., Jan. 29, 1916, p. 376). 
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State News Notes 


There were 4,463 deaths reported to the Depart- 
ment of State, as having occurred in the State of 
Michigan during the month of January, 1916. 

This number corresponds to an annual death rate 
of 17.0 per 1,000 estimated population, which we note 
is the highest death rate for the State for a single 
month in the past fifteen years. This unusually 
high death rate is undoubtedly due to the large 
number of deaths of elderly persons, aged 65 years 
and over, of which there were 1.782 deaths, or nearly 
40 per cent. of the total number returned for all 
ages. In addition to the above number of deaths 
there were returned 266 stillbirths as deaths, which, 
according to plan of all registration offices, are not 
included in the total number of deaths. 


By ages, there were 641 deaths of infants under 
one year of age; 182 deaths of children aged one 
to four years, both inclusive; and 1,782 deaths of 
elderly persons aged 65 years and over. 


Important causes of death were as follows: Tuber- 
culosis of lungs, 199; other forms of tuberculosis. 
34; typhoid fever, 23; diphtheria and croup, 53; 
scarlet fever, 19; measles, 14; whooping cough, 24; 
pneumonia, 532; enteritis, under two years of age, 
66; meningitis, 20; influenza, 425; cancer, 222; vio- 
lence, 194. In addition to the above, there were three 
deaths returned from poliomyelitis, and one death 
from tetanus. 


As compared with the month immediately pre- 
ceding, an increase is noted in the number of deaths 
returned from tuberculosis of organs other than of 
the lungs; diphtheria and croup; scarlet fever; 
whooping cough; pneumonia and bronchopneumonia; 
enteritis, under two years of age; meningitis; in- 
fluenza; cancer; and violence. A slight decrease is 
noted in the number of deaths returned from tuber- 
culosis of the lungs, typhoid fever, measles. The 
greatest increase was from influenza, 311 more deaths 
being returned for January than were returned for 
December. As has been stated, the greater ma- 
jority of these deaths occurred in the age period, 
65 years and over. 


The distribution of these deaths by counties and 
by cities is shown in the Monthly Bulletin of Vital 
Statistics, published by the Department, and a copy 
of same will be mailed to anyone requesting same. 

Upon referring to the tables of counties we find 
that the greatest mortality occurred in Luce county, 
in the Upper Peninsula. This county shows a mor- 
tality rate of 51.5 per 1,000 estimated population. 
This county also shows the highest birth rate for 
the month, 40.4; Baraga county, also in the Upper 
Peninsula, shows the lowest death rate, 1.7 per 1,000 
estimated population. The county rates are, how- 
ever, fairly uniform, there being only a slight dif- 
ference from the State rate of 17.0. 

The different State institutions (hospital and 
asylums), reported deaths as follows: Traverse 
City, 25; Kalamazoo, 29; Soldier’s Home, 23; La- 
peer, 4; Newberry, 11; Pontiac, 22; Ann Arbor, 17; 
Wayne County House and Asylum, 41. 

There were 6,418 births returned to the Depart- 
ment as having occurred in the month of January. 
This number corresponds to an annual birth rate of 
25.4 per 1,000 estimated population. An increase 
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of 268 births is noted as compared with the month 
immediately preceding. In addition to the above 
there were 249 stillbirths returned as births, but not 
included in the above total. The infant mortality, 
that is, the ratio of deaths of infants under one year 
of age per 1,000 living births, was 100. 


The following was clipped from one of our state 
newspapers. Names are purposely omitted. Further 
comment is hardly required—the wonder is that any 
physician would abet such an article appearing in 
a public paper. “The tale is a sad one.” 


RARE OPERATION. 


E. C. of C. who had been suffering with abscess of the liver, 
and was operated on about three weeks ago by Dr. L. J. B. 
of M. P., is rapidly recovering from the ailment and operation. 
One of the peculiar features of this case is that abscess of 
the liver is rare in this climate, and the other is 
that Dr. B., without assistance of either nurse or asso- 
ciate physician, performed the operation and saved the 
man’s life when the spark was so nearly snuffed out; but the 
case demanded immediate action, and the doctor rolled up 
his sleeves and tackled an operation that would have caused 
noted hospital surgeons to pause and consider. 

The usual operation performed for the cure of abscess of the 
liver requires the services of a surgeon assistant, a physician 
to administer an anesthetic, and a trained nurse, and Dr. B. 
resolved himself into the whole and usual force. 

Having been called to see the patient, and diagnosing the 
case as abscess of the liver, which needed prompt action, 
the doctor anesthetised the skin and tissues over the abscess 
with the comparatively new local anesthetic, Novocaine, then 
cutting a small slit through the skin he forced a large trocar 
(a hollow metallic tube with a sharp plunger) through the 
tissues into the abscess, and upon removing the plunger, the 
contents of the abscess, measuring about a quart of puss, ran 
out, and after a day the doctor removed the metallic tube and 
replaced it with a rubber one, through which he washed out 
the abscess from day to day, and at the present writing he 
has removed this tube and Mr. C. is on the road to health. 

Two other remarkable features of this operation are the 
fact that Mr. C. did not suffer any pain, and could talk and 
joke with the doctor during the operation, and the resource- 
fulness of Dr. B. himself, in devising so simple a procedure 
in what heretofore has been a very serious situation; and 
right bere the Courier will remark that if there is a city in 
Michigan, big or little, that has a better half score of physi- 
cians and surgeons, than M. P. possesses, it hasn’t made itself 
known up to this time. 

That’s why the hospitals in the big cities around us don’t 
bank on much patronage from M. P.; when the physicians 
of M. P. find a baffling case they simply go to work and 
baffle it, and now with our new hospital, in charge of two 
of the best trained nurses, outside surgeons will get fewer 
ealls than ever. 

The Courier congratulates Dr. B., 
Mr. ©. 


and also congratulates 


Dr. Herman Ostrander, for more than twenty-five 
years connected with the Kalamazoo State Hospital 
as physician, secretary and assistant superintendent, 
has been elected by the trustees to succeed as super- 
intendent the late Dr. Alfred I. Noble, who died 
suddenly a short time ago in Detroit. 

Dr. Ostrander graduated from the University of 
Michigan in 1884. He pursued general practice in 
Lansing for four years, during which period he also 
served as physician to the State Industrial School 
for Boys. In 1888 he became assistant physician to 
the Kalamazoo State Hospital. In 1909, he became 
assistant medical superintendent. Dr. Ostrander was 
president of the Kalamazoo Academy of Medicine 
and in 1907 he was elected President of our State 
Society. He served as President of the Michigan 
Antituberculosis Society in 1912-1914 and is chairman 
of the Executive Committee of that organization at 
the present time. 
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Certainly no better selection could be made for 
this important position. Dr, Ostrander enjoys the 
confidence of the entire profession of the state who 
extend congratulations and assure him of their 
hearty co-operation. 


The following committees were appointed to care 
for the meeting of the Michigan State Medical So- 
ciety in the county, August 15 to 17, this date being 
fixed by the council of the state society: 


Arrangements—Drs. N. S. MacDonald, chairman; 
W. H. Dodge, W. T. S. Gregg, H. M. Joy, J. Holmes, 
J. R. W. Curtin, I, Lawbaugh, J.-D. McKinnon. 


Reception—Drs. W. K. West, chairman; A. D. 
Aldrich, D. E. Godwin, W. H. King, G. W. Orr, 
J. Rhines, A. C. Roche, M. D. Roberts, W. H. Van 
Slyke, W. P. Scott, I. D. Stern, P. H. Willson, 
Woodhall. 


Entertainment—Drs. J. G. Turner, chairman; J. 
C. Abrams, P. D, Bourland, Cornell, R. S. Edwards. 
G. E, Gallen, W. W. Hodge, A. Labine, R. J. Mass, 
W. A. Manthei, T. S. Marshall, D. K. McQueen, 
J. W. Moore, J. B. Quick, G. Rees, J. E. Scallon, 
A. B. Simonson, D. D. Todd, A. R. Tucker. 


Finance—Drs. G. A. Conrad, chairman; E. T. 
Abrams, C. H. Rodi, 


Publicity—Drs. P. D.. MacNaughton, chairman; 
R. B. Harkness, John McRae. 


The following from the versatile pen of Dr. Rock 
Sleyster, Secretary of the Wisconsin State Medical 
Society is presented to our members for their re- 
flection : 

DIES FAUSTUS. 


And Apollo the physician and Aesculapius and all the Gods 
of Healing grieved, for their desciples said they had not time 
to do the things they left undone—that their hours were long 
and their labors hard and the routine of each day left little 
time for the worship of their Gods. 

So they gave to them this year an extra day—a three hundred 
sixty-sixth—and willed that on this day each practitioner of 
our ancient art shall search his heart and make amends for his 
past negligence. 

And he who on this day, in due humility, shall right a 
wrong; or aid a needy brother in distress; or strive for new 
ideals and truth and confidence—forgetting self the while in 
love of brothers of the faith—shall all the year be blessed 
and know the joy of real accomplishment, 

—St. Boostheimer. 

Why let insurance companies impose on you in 
asking you to fill out medical certificates of dis- 
ability. These companies are using you to fill out 
certificates that furnish them with information for 
their personal use—information which they require 
to protect their business and for which they should 
pay as do life insurance companies. The next 
time a patient presents such a blank to you request 
him to bring in the local agent and demand of him 
your fee. If it is refused advise your patient to 
insure in another company. 


Are you finding the reports of your meetings in 
the pages devoted to County Society News. If not 
kindly remind your officers to send in the report 
of your meetings. 


Dr. Joseph B. Whinery, of Grand Rapids, an- 
nounces that he will limit his practice to office 
examinations and to consultations in medicine. 


Jour. M.S. M.S. 


Dr. H, Wellington Yates was elected President, 
Dr. Frank Walker, Vice-President and Dr. Geo. 
Chene, Secretary of the Staff of Providence Hos- 
pital, Detroit. 


Dr. A. H. Rockwell, of Kalamazoo was presented 
with a silk umbrella when he retired as Health 
Officer. Dr. Rockwell had served in that position 
for seven years. 


Dr. Alexander W. Blain, Dr. Harry Pepper, and 
Dr. Leo E. Grajewski, of Detroit, announce the re- 
moval of their offices to 727 Jefferson Avenue. 


Dr. A. B, Grant, of Albion, has resigned as local 
Health Officer. Dr. A. T. Hafford was elected as 
his successor. 


Dr. H. A. Kling, of Rane, Texas has located in 
Montague. 


Dr. R. G. Leland, of Kalamazoo, has been elected 
Health Officer by the local Board of Health. 


Dr. R. L. Clark of Detroit has moved his office 
to 207 Forest Avenue, West. 


Dr. and Mrs. O. L. Ricker of Cadillac are the 
proud parents of twin boys. 


The City Council of Hastings has passed an or- 
dinance creating a Board of Health. 
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BAY COUNTY 


At our regular meeting held Dec. 13, 1915 the 
following officers were elected for the ensuing year: 


President—C, J. Grosjean. 

Vice-President—W. G. Kelly. 

Secretary-Treasurer.—F. S. Baird. 

Medico-Legal—Wm. Kerr, 

Board of Directors—R. W. Braun, Wm. Kerr, J 
H. Quist. 

Delegates to State Meeting —A. F. Stone, H. N. 
Bradley. 

Alternates——John Keho, Frank Ruggles. 


The meeting was held at the residence of the 
retiring president, H. N. Bradley, M.D. Forty mem- 
bers sat down to a very elaborate banquet. The 
Secretary’s report shows the Society free from debt. 
There was an average attendance during the year 
of twenty-four. 


The President read a paper on “The Practice of 
Medicine in the Early Days of Bay County” and 
gave a very interesting chronology of the old physi- 
cians in this county and the great handicap under 
which they labored. Most of these men have long 
since joined the great majority. Among others was 
the late Dr. Thomas at one time President of the 
Michigan State Medical Society. 


This Society is in a flourishing condition. We 
meet every two weeks at the various residences of 
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the members. During the year we had the privilege 
of having with us such men as Udo Wile of Ann 
Arbor, Cyrus Darling of Ann Arbor, Wesley Taylor 
of Detroit, Dixon of the epileptic farm at Wajamega 
and many others besides many local papers. 

We also had a joint meeting of the Druggists’ 
Association of Bay County and the Medical Society. 
A paper was read by a pharmacist, “Relation of the 
Druggist to the Physician.” It was decided that 
an effort would be made to discourage the use of 
expensive proprietary compounds and to stick to 
the use of the U. S. P. and National Formulary 
preparations which to a great extent has been fol- 
lowed out, 

We also had one interesting meeting of the 
Dentists and Physicians at which time, Dr. E. G. 
Weeks, D.D.S. of Saginaw read a paper on “Ortho- 
dontia.” 

During the year we had the misfortune to lose 
one of our esteemed members, the late Dr. J. M. 
McGeogh, for many years a practitioner in this city. 

The coming year bids fair to be a successful one. 


Frep S. Barrps, Secretary. 


EATON COUNTY 


The Eaton County Medical Society held its first 
regular meeting of the year at the Temple Theater, 
Charlotte, Mich. A good attendance was present. 


SCIENTIFIC PROGRAM. 


Eugenics From a Medical Standpoint, 
F. R. Blanchard, M.D., Eaton Rapids, Mich. 
Paper (with lantern slides demonstrations), 
I. D. Loree, M.D., Ann Arbor, Mich. 


Dr. Blanchard’s paper was very interesting, and 
was moved and seconded to have same published in 
the State Journal. 


Dr. Loree’s talk covered several of the path- 
ological conditions of the kidneys and ureters, this 
was illustrated with lantern slides. 

Following this a committee was appointed by the 
chairman consisting of A. R. Stealy, F. J. Knight, 
to co-operate with the “Universal Mother’s Organ- 
ization” to help make the National week a success. 


G. W. Byrncton, Secretary. 


GRAND TRAVERSE-LEELANAU COUNTY 


The regular meeting of the Grand Traverse- 
Leelanau County Medical Society was held on Tues- 
day evening, Feb. 1. A large number of the mem- 
bers were present. The President, Dr. J. B. Martin, 
called the meeting to order at 8:30. Dr. J. M. 
Wilhelm read a most instructive paper on the 
subject of eclampsia. A general discussion followed 
the reading of the paper. 


W. D. MUveELter, Secretary. 


KENT COUNTY 


At the meeting of Jan. 26, 1916, Dr. E. W. 
Schnoor, and Dr. C. DeJong of Grand Rapids and 
Dr. A. D. Haughton of Caledonia were elected to 
membership. The program of the evening con- 
sisted of a talk on the cancer problem by Dr. H. J. 
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Vanden Berg, and a paper by Dr. A. M. Campbell, 
illustrated with lantern, on “Surgery of the Knee 
Joint.” Dr. D. E. Welsh also reported an interest- 
ing and unusual case of tubercular episcleritis. 

At the meeting of Feb. 9, Dr. Faith Hardy was 
elected to membership. Dr. C, H. Johnston gave four 
interesting case reports: One of enlargement of the 
thymus; one of hypertrophy of the tracheobronchial 
glands; one of tuberculosis and one of post-pharyn- 
geal abscess—all in infants. Dr. F. C. Warnshuis 
then read an extremely interesting and practical 
paper on “1034 Consecutive Cases of Industrial Sur- 
gery” giving his methods and figures in detail. 

The special tuberculosis meeting on Feb. 16 proved 
to be a most instructive one. Dr. H. M. Rich of 
Detroit was the speaker of the evening, and he 
crowded in about as many practical points as an 
expert could give in a single evening. The talk was 
refreshingly different from the stereotyped text- 
book method and abounded in valuable suggestions 
of great value. After the meeting an informal stein 
party was given in Dr. Rich’s honor. 


Frank C. Kinsey, Secretary. 


MUSKEGON-OCEANA COUNTY 
PROGRAM FOR YEAR 1916. 


Jan. 7—Dr. C. J. Bloom. 

Jan. 21— 

Feb. 4—Drs. A. Brocke and R. I. Busard. 

Feb. 18—Drs. W. A. Campbell, R. G. Cavanaugh. 
March 3—Drs. V. A. Chapman and J. T. Cooper. 
March 17—Drs. J. T. Cramer and J. F. Denslow. 
March 31— 

April 14—Drs, L, N. Eames and B. R. Eastman. 
April 28—Drs. W. P. Gamber and F. W. Garber. 
May 12—Drs. G. J. Hartman and A. F. Harrington 
May 26—Drs. I. M. J. Hotvedt and V. S. Laurin. 
June 2— 

June 16—Drs, B. F. Black and J. D. Buskirk. 
June 30—Drs. C. Day and I. J. Drummond. 
July 14—Drs. W. L. Griffin and W. L. Hercik. 
July 28—Drs. G, F. Lamb and L. P. Munger. 
Aug. 11— 

Aug. 25—Drs. J. H. Nicholson and F. Reetz. 
Sept. 8—Drs. C. F. Smith and G. L. Le Fevre. 
Sept. 22—Drs. F. B. Marshall and R. G. Olsen. 
Oct. 6—Drs. J. Oosting and A. B. Poppen. 

Oct. 20— 

Nov. 3—Drs. L. I. Powers and P. A. Quick. 
Nov. 17—Drs, A. A. Smith and P. J. Sullivan. 
Dec. 1—Drs. J, Vanderlaan and G. S. Williams. 
Dec. 15—Yearly meeting and banquet. 


The program committee desires that the members 
as listed alphabetically be jointly responsible for 
place, papers and entertainment on their respective 
dates. 

Please report subject of papers and place of 
meeting to the Secretary two weeks before date 
assigned. 

Members outside of Muskegon are given the 
preference of summer meetings. 

At every fifth meeting an outsider will be invited 
to present a paper. 

I. M. J. Hotvent, President. 
J. H. Nicuotson, Vice President. 
C. J. Broom, Secretary. 
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SAGINAW COUNTY 


The annual meeting of the Saginaw County Med- 
ical Society was held Jan. 18, 1916 at the Elk’s 
Temple. Various items of business of local im- 
portance were disposed of. 


Dr. Chas. W. Hitchcock of Detroit presented an 
instructive paper on “The Modern Diagnosis and 
Treatment of Syphilis of the Nervous System.” 

All officers were re-elected to serve for 1916. 

President—Jas, W. McMeekin. - 

Vice-President—Arthur Griggs. 

Secretary-Treasurer—A. R. McKinney. 

Trustees—C, H. Sample, W. L. Dickinson, Robt. 
McGregor. 

Medico-Legal Representative—W. J. O’Reilly. 

Dr. Wm. L. Miller was elected to membership. 

There was a.large attendance and prospects are 
bright for the coming year. 


A. R. McKinney, Secretary. 


ST, CLAIR COUNTY 


The regular meeting of the St. Clair County Med- 
ical Society was held Thursday evening, Jan. 20, 
1916 at St. Clair, as guests of Drs. Thompson 
and McPherson of St. Clair and Drs. De Gurse and 
Armsbury of Marine City. 

After a very enjoyable dinner the President in- 
troduced Drs. H. McCallum of London, Ont. and W. 
J. Cassidy of Detroit, as the speakers for the even- 
ing. 

Dr. McCallum read a very interesting paper on 
the “Golden Rules of Medicine and Surgery from 
Person Observation.” 

Dr. Cassidy gave a paper on the “Routine use of 
the Cystascope and X-ray of Stones in the Urinary 
Tract” and certainly was appreciated by all. 

A vote of thanks was extended to the speakers 
of the evening by the Society. 


W. Ryerson, Secretary. 
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AN AUTOBIOGRAPHY. By Edward Livingston Trudeau, M.D., 
Octavo, pages 322. Illustrated. Cloth $2. Lea & Febiger. 
Trudeau’s work in the realm of medicine is well 

known; his death deprives the profession of one 

whose prestige and influence was great. His won- 
derful efficiency in behalf of humanity is so gen- 
erally recognized that this narrative of his life, 
development, purpose and accomplishments possesses 

a deep interest. It is told in candor and simplicity. 

This volume will prove to be entertaining, inspiring 

and instructive. 


PAINLESS CHILDBIRTH, BUTOCIA AND NITROUS-OXID- 
OXYGEN ANALGESIA, By Carl Henry Davis, Associate in 
Obstetrics, Rush Medical College, Cloth 134 pp. Price $1.00. 
Forbest & Co., Chicago. 


Received. 


OBSTETRICS. A Practical Text Book for Students and Prac- 
titioners. By Edwin Bradford Cragin, A.B., A.M., (Hon.) 
M.D., F.R.C.S.; Professor of Obstetrics and Gynecology, Col- 
lege of Physicians and Surgeons, Columbia University, New 
York; Attending Obstetrician and Gynecologist to the Sloane 


Hospital for Women; Consulting Obstetrician of the City 
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Maternity Hospital. Assisted by George H. Ryder, A.B., 
M.D., Instructor in Gynecology, College of Physicians and 
Surgeons, Columbia University, New York; Assistant Attend- 
ing Obstetrician, Sloane Hospital for Women; Associate Sur- 
geon, Woman’s Hospital, New York. Octavo, 858 pages, 
with 499 engravings and 13 plates. Cloth, $6.00 net. 

The author’s eminence as a specialist in the fields 
of Obstetrics and Gynecology, his remarkable success 
as a practitioner and an instructor, and his excep- 
tional advantages and experience as Attending Ob- 
stetrician and Gynecologist to the Sloane Hospital 
for Women, combine to make the appearance of this 
new work an event of great interest and importance 
to the medical world. 

During a protracted service as medical head of 
the Sloane Hospital for Women, where over 1,800 
deliveries annually occur, the author has enjoyed 
exceptional opportunities for observation and ex- 
perience in obstetrics; and for several years he has 
felt a growing sense of the duty of placing before 
the profession and students of medicine the methods 
of this institution and the results obtained. The 
present text-book of Obstetrics has seemed to him 
the most rational and perhaps the most useful way 
in which to meet this obligation. The work, in the 
methods advocated, is based upon the statistical 
results of the Sloane Hospital and upon the exper- 
ience gained by the author in the hospital and in 
private practice. Another object of the work has 
been to present American statistics in obstetrics 
which, it is believed, represent the most extensive 
and careful records available in this country. 

The fact that many text-books now before the 
profession, although very valuable for reference, 
are too large for the undergraduate student, has 
been appreciated by the author, and he has covered 
the subject concisely, eliminating all unnecessary 
discussion. 

Professor Cragin has written a book which will 
be found not wanting in any essential feature either 
as a student’s text-book or a practitioner’s reference 
work, 


A TREATISE ON THE PRINCIPLES AND PRACTICE OF 
MEDICINE. By Arthur R. Edwards, M.D., Professor of the 
Principles and Practice of Medicine and Clinical Medicine and 
Dean of the Northwestern University Medical School, Chicago. 
New (third) edition, thoroughlv revised. Octavo, 1022 pages, 
with 80 engravings in 23 full-page plates in colors and 
monochrome. Cloth, $6.00, net. Lea & Febiger, Philadelphia 
and New York, 1916. 

The merit of Professor Edwards’ work has won 
the practical recognition of a demand for a third 
edition. It is the product of an experienced physi- 
cian, a notable teacher, and an unsparing worker. 
No less efficient combination in the person of one 
man could adequately exhibit present-day medicine 
in a single volume of convenient size. This he has 
done, and in excellent perspective, making a well- 
proportioned book, properly directed, as he says in 
the preface; that is, with everything necessary, and 
everything leading up to the final object of medicine, 
namely, treatment. Thorough systematization is 
employed for brevity and ease of consultation, and 
for the even more important advantage thereby 
secured that facts arranged in their natural order 
lead into each other and impress the underlying 
reasons on the reader’s mind. Critical study of his 
own work, and careful consideration of the reviews, 
have led the author to adhere to the plan and feat- 
ures that have proved so popular, but he has spared 
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no labor in improving it to the utmost. The work 
has been practically rewritten to secure increased 
clearness and conciseness. All the real advances 
throughout this immense domain have been incor- 
porated. Particular attention has been given to 
therapeutic details in accordance with the recent 
awakening of the profession to the importance of 
logical treatment. Numerous new preparations and 
modified dosages, particularly for children, are ex- 
plicitly specified. In a word, all classes of readers, 
students and practitioners alike, will find this very 
broad and skilful work admirably suited to their 
requirements. 


A MANUAL OF HYGIENE AND SANITATION. By Seneca 
Egbert, M.D., Professor of Hygiene and Dean of the Medico- 
Chirurgical College, Philadelphia. New (6th) edition, thor- 
oughly revised. 12mo, 525 pages, with 141 figures and 5 
plates. Cloth, $2.25, net. Lea & Febiger. Philadelphia and 
New York, 1916. 

The frequency with which successive editions of 
Professor Egbert’s book are exhausted and new 
ones demanded places its value and standing beyond 
question. The author has responded to this renewed 
opportunity by effecting such changes as were needed 
to represent the latest developments in a very active 
subject. Mankind is awakening to the unapproached 
importance of anything affecting the public health, 
and it is now expected that every physician shall 
know and apply the principles of preventive as well 
as curative medicine. An authoritative work cover- 
ing the essentials of this great subject clearly and 
briefly therefore interests medical students and prac- 
titioners as wel as specialists in hygiene and sanita- 
tion. 


SEXUAL IMPOTENCE. By Victor G. Vecki. M.D., Consulting 
Genito-Urinary Surgeon to, the Mt. Zion Hospital, San Fran- 
cisco, Fifth edition, enlarged. 12mo. of 405 pages. Phila- 
delphia and London: W. B. Saunders Company, 1915. Cloth, 
$2.25 net. 

This is a rational discussion of a subject of great 
importance. A careful study of the author’s discus- 
sion will enable one to obtain a knowledge that wili 
permit him to solve difficult problems. This is a 
work and subject that merits a broader consideration. 
Dr. Vecki has exhibited good judgment and _ his 
conclusions are trustworthy. 





PRINCIPLES AND PRACTICES OF PHYSICAL DIAGNOSIS. 
By John C. DaCosta, Jr., M.D., Assistant Professor of Med- 
icine, Jefferson Medical College, Philadelphia. Third Edition. 
Thoroughly revised. Octavo of 589 pages with 243 original 
illustrations. Philadelphia and London: W. B. Saunders 
Company, 1915. Cloth, $3.50, net. 

By selective deletion and recasting of the text 
this third edition preserves its original character 
while also presenting considerable new matter. 

Vertebral percussion, sphygmomanometery, elec- 
trosardiography and gastric radiography receive due 
attention; mediastinal pleurisy, lobar type of bron- 
chopneumonia are described and cardiac diseases are 
discussed from a modern and clinical viewpoint. 

The work justifies its purpose in presenting the 
principles of physical diagnosis. It is by far the 
work that will supply the student practitioner with 
the greatest amount of information and assistance 
in arriving at a proper diagnosis. 
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CANCER OF THE STOMACH. A Clinical Study of 921 Oper- 
atively and Pathologically Demonstrated Cases, by Frank 
Sinithies, M.D., Gastro-enterologist to Augustana Hospital, 
Chicago. With a Chapter on the Surgical Treatment of 
Gastric Cancer, by Albert J. Ochsner, M.D., Professor of 
Clinical Surgery in the Universitv of Illinois. Octavo of 
522 pages with 106 illustrations. Philadelphia and London: 
W. B. Saunders Company, 1916. Cloth, $5.50 net; Half 
Morocco, $7.00 net. 

This new work sets forth the facts which are 
considered valuable from a study of 921 operatively 
and pathologically demonstrated instances of gastric 
cancer. As such the monograph at once: commands 
our respect and confidence. 

The subject is excellently presented, the illustra- 
tions are pertinent, the case histories elucidate the 
conclusions, and thus produce a text that fully 
presents the advances made in the past decade. The 
work is a most complete presentation of our present 
understanding of cancer of the stomach. It is bound 
to receive an eager, reception and take its place as 
a reliable authoritative work. It should be found 
in every physician’s library. 


SURGICAL OPERATIONS WITH LOCAL ANESTHESIA. 
Second Edition by Arthur E. Hertzler, A.M., M.D., Ph.D., 
F.A.C.S., Surgeon to the Halsted Hospital, Kansas; Swedish 
Hospital, Kansas City. Mo.; General Hospital, Kansas City, 
Mo. 327 pages; 173 illustrations; cloth bound, price $3.00. 
Surgery Publishing Company, New York. 


The rapid sale of the first edition covering minor 
surgery and the demand for a more complete work 
upon the subject covering both major and minor 
surgical work, has induced Dr. Hertzler to present 
this second volume, which for completeness as to 
detail and price we believe places it in a class by 
itself among those text books upon this most in- 
teresting and growing subject. 

Dr. Hertzler’s surgical experience and his work 
with local anesthesia particularly fits him as an 
authority upon this subject and thus the second 
edition of his book places within the hands of the 
doctor a manual which for completeness and com- 
prehensiveness particularly recommends it. 

From a review of this book Dr. Hertzler seems 
to have overlooked no point of major or minor 
importance. The large number of illustrations 
clearly places up to the eye of the reader the text 
of the book and both the general practitioner and 
surgeon will appreciate this work as a reliable guide 
in their operation work under local anesthesia. 





Miscellany 


IT PAYS THE MANUFACTURER TO MAIN- 
TAIN ETHICAL STANDARDS 


The notice of the removal of the Dextri-Maltose 
manufacturing plant from Jersey City to Evansville, 
Ind., published in one of our advertising pages, 
deserves more than passing attention. It furnishes 
evidence of the natural growth of a manufacturing 
enterprise which is now vacating its old factory 
with 18,000 square feet of floor space for a new 
location in the Central West and in a new plant with 
300,000 square feet of floor space—sixteen times 
larger than the old one, 


This removal from a comparatively small to a 
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very large housing also affords striking proof that 
success awaits the manufacturer who produces some- 
thing the physician really wants, and markets his 
products in accordance with the standards set up by 
doctors for the sale of products they use. The first 
commandment for the direction of the manufacturer 
under these standards is: “Thou shalt not offer to 
both physician and public, by advertising or other- 
wise, anything which requires medical skill to prop- 
erly use.” 

This commandment has been ignored by some 


_ manufacturers of infant foods, who have persistently 


educated the pulic with pseudopediatrics, thereby 
tending to increase infant mortality and hampering 
the physician in the practice of scientific, or even 
rational infant feeding. 

But ultimate reform in the manufacture and sale 
of infant foods was as inevitable as the reform that 
has taken place in the sale of pharmaceutical prod- 
ucts. The day of mystery and tradition in infant 
feeding is passing rapidly. 

The recent simplification of bottle feeding, render- 
ing it possible, without impractical complication, for 
the family physician to successfully adapt the diet 
to the individual baby, has brought about a strong 
conviction that the direction of infant feeding is 
distinctly the proper work of the physician. 

This conviction has in turn created a demand for 
forms of carbohydrate foods which can be freshly 
prepared in exact proportions to meet clinical indica- 
tions; and for their sale without directions for use, 
so that the physician can. personally control the 
administration of the food. 

The firm, which announces herewith its removal 
from the east to larger opportunities in the west, 
early recognized the requirement by the medical pro- 
fession for a product used in infant feeding, made 
and sold exclusively for physicians, with no appeal, 
nor information to the public. 

This firm deserves no special commendation for 
the course it has pursued, it being its duty to follow 
it. Reference to the sales of Dextri-Mlaltose is made 
simply to show that it is remunerative for manufac- 
turers to treat the medical profession fairly. 


Stuart’s Calcium Wafer Compound —The A.M.A. 
Chemical Laboratory reports that Stuart’s Calcium 
Wafers Compound, consists essentially of calcium 
sulphide and aloes or aloin. Like other so-called 
blood purifiers, it is essentially a cathartic (Jour. 
A.M.A., Jan. 1, 1916, p. 51). 


Strontium Salicylate not Superior to Sodium 
Salicylate—In a series of carefully controlled trials, 
carried out in the Lakeside Hospital, Cleveland, M. 
A. Blankenhorn shows that strontium salicylate 
possesses no advantages over sodium salicylate as 
regards either therapuetic efficiency or freedom from 
undesirable by-effects. The salicyl content of stron- 
tium salicylate is about four-fifths that of sodium 
salicylate. This smaller salicylate content may have 
contributed to the notion that strontium salicylate 
is less likely to cause salicylism. This notion may 
have also arisen from the fact that the more ex- 
pensive preparations are likely to be given in smaller 
doses than the cheaper sodium salicylate. That the 
strontium salt of salicylic acid has no advantages 
over the sodium salt, has also been pointed out in 
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the report of the Council on Pharmacy and Chem- 
istry on Rheumalgine (Jour. A.M.A., Jan. 29, 1916, 
p. 331 and 362). 


So-called Secretin Prepdrations—At the request 
of the Council on Pharmacy and Chemistry Pro- 
fessor A. J. Carlson of the University of Chicago 
has studied the action of secretin when administered 
by mouth or directly into the intestine and also 
investigated the secretin content of certain alleged 
secretin preparations. Carlson and his co-workers, 
like all previous investigators, found that secretin, 
when given by mouth or introduced even in 
enormous doses directly into the intestine, is en- 
tirely inactive. Further, they were unable to dem- 
onstrate the presence of secretin in samples of 
Secretogen and another supposed secretin prepara- 
tion (Duodenin) bought on the open market, except 
that one bottle was found which contained a little 
secretin. Carlson and his co-workers conclude that 
there is as yet no reliable evidence that lack of 
secretin is a primary or important factor in any 
disease and that, should this be established, secretin 
therapy, to be effective, must be intravenous. The 
Council endorsed the work of Professor Carlson 
(Jour. A.M.A., Jan. 15, 1916, p. 178 and 208). 


Tiger-Bone Therapy and “Clinical Experience.”— 
In China the administration of powdered tiger-bone 
is, or was, a favorite form of treatment of supposed 
cardiac weakness. Since many patients have recov- 
ered after taking tiger-bone and no one has proved 
that they might not have died had they failed to 
take it, “clinical experience” stands back of the 
treatment. Not satisfied with the assertion of the 
dealers regarding the genuineness of the drug the 
conscientious Chinese physician subjects the tiger- 
bone to a kind of physiologic standardization. He 
offers the bone to a dog! If it is an ox-bone—a 
frequent form of substitution—the dog will seize 
and eagerly gnaw it, whereas, according to the 
teachings of Chinese pharmacognosy, if it is a 
tiger-bone the dog will depart hurriedly with his 
tail between his legs. Much of our so-called clinical 
experience is not much better than that of the 
Chinese “clinical” evidence for tiger-bone therapy. 
Also, many physicians are wont to accept the state- 
ment of drug dealers without even making an at- 
tempt to check the claimed identity of the advertised 
remedy (Jour. A.M.A., Jan. 15, 1916, p. 197). 


Mixed Antityphoid and Antiparatyphoid Inocula- 
tion.—The use of any mixed vaccine is to be looked 
on askance. The simultaneous inoculation against 
typhoid, paratyphoid A and paratyphoid B needs 
further study in many directions. Reason and judg- 
ment at present would seem to approve the idea of 
using a mixed vaccine for the typhoid and para- 
typhoid infections. If a practical method of using 
this mixed vaccine can be devised, it seems to prom- 
ise results (Jour. A.M.A., Jan. 15, 1916, p. 193). 

Fulton’s Compound.—A “Bulletin” sent out by the 
promoters of Fulton’s Renal Compound and Ful- 
ton’s Diabetic Compound gives an account of the 
alleged good results of the treatment in the case 
of a Mr. J. J. Pennepacker. The columns of a 
local newspaper announce the amputation of this 
man’s leg for diabetes (Jour. A.M.A., Jan. 29, 1916, 
p. 373). 


